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Tired Nature’s sweet restorer, 


balmy sleep! 


—-Edward Young 


Insomnia usually yields promptly to the administration of Nembutal 
in doses of only '2 grain or *4 grain. These give a pronounced sedative 
but not a hypnotic action; sleep is encouraged but not forced. The 
patient enjoys a restful, almost wholly natural slumber and awaken- 
refreshed. Most patients experience no feeling of dullness whatever 
after arising. If you are not already using the '2-grain amd *4-grain 
Nembutal Capsules in your practiee, please try them soon . . . today 
Patients will appreciate the advantages of the product and you will 
enjoy the comforting assurance that you are prescribing one of the 
safest of the barbiturates—safety due, in part, to the brief action of 
the drug; in part, to the small dosage required for effect. Remember 
'2-grain and *4-grain Nembutal Capsules when you prescribe for your 


neat insomnia patient. Abbott Laboratories, North Chicago. Hlinois. 


{Sodium Ethyl (1-Methyl Butyl) Barbiturate. Abbott] 
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* Editorial * 


Esmarch 


Father of Modern Military Surgery 


HILE Ambroise 


Paré is recognized as the 


Father of Military Surgery, there was a vast 
change in warfare between the early 15th Cen- 
tury and the late 19th, and the man who laid the 
foundations for the modern care of wounded men 
on the battlefield was one of the greatest of German 
surgeons and an uncle (by marriage) of Emperor 
Wilhelm II. 

Friedrich von Esmarch was born at TO6nnig, in 
Schleswig-Holstein, in 1823; studied medicine at 
Kiel and G6ttingen, where Langenbeck was one 
of his teachers; and, in the Danish War of 1848, 
served as a lieutenant, as assistant surgeon, as chief 
physician of the citizens hospital at Flensburg, and 
as adjutant to Dr. Stromeyer, who taught him 
much. 

In 1857 he was made a professor and director 
of the hospital at Kiel; but when the Schleswig- 
Holstein War broke out, in 1864, he returned to 
his military duties and rendered eminent services 
in hospital work. In the Franco-German war of 
1870-71 he was physician-general and consulting 
surgeon to the German army. In 1871 he returned 
to Kiel as professor of surgery. 

The name of Esmarch will always be connected 
with modern bloodless surgery, and is embalmed 


in the Esmarch bandage, which made this possible, 
first used and described in 1873, 
independently and in ignorance of the fact that 
similar suggestions had been made by Grandesso 
Silvestri, of Vicenza. Before that, he had intro- 
duced the use of the first-aid bandage on the bat- 
tlefield (1869); had popularized resections after 
gunshot wounds (1851); had made many valuable 
improvements in barrack hospitals and ambulances, 
and had founded 


nursing. 


and which he 


schools for teaching military 

Among his other important works were “Loca- 
tions for Field Hospitals and Dressing Stations” 
1861); “Surgical (1871); “First Aid 
to the Wounded” (1875); “Handbook of War 
Surgery” (1877); “First Aid in Accidents” 
(1882). For many years, Esmarch was the world’s 
greatest authority on gunshot wounds. 


Technics” 


and 


In these strife-filled days, it is well for us to 
remember this distinguished surgeon and teacher 
whose work, both in war and peace, was outstand- 
ing; who originated many of the ideas upon which 
the modern care of the wounded in war is based: 
and who passed to his rest, full of honors and the 
consciousness of valuable service rendered, in 1908, 


at the ripe age of 83 vears 
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The Sedimentation Rate 


Ina recently issued textbook the author states that, 
since the blood sedimentation rate is affected by a 
large number of pathologic conditions in the body, 
it is of little or no value in diagnosis. 

If this author means by that statement that this 
test is not specific, like the Wassermann test for 
syphilis, the Widal test for typhoid, and some of 
the other agglutination tests, he is, of course, right, 
but it seems to us a rather superficial view of the 
matter. 

We all know that a large number of circum- 
stances affect the body temperature, the pulse rate, 
and the basal metabolism rate, to mention only a 
few, and that a temperature of 102°F., or a pulse 
rate of 100 is not pathognomonic, although it may 
be of great assistance in reaching a diagnosis, if 
considered in connection with other signs and symp- 
toms. 

The same thing is true of the sedimentation rate, 
especially in a patient who has been under the care 
of one physician for some length of time, and if 
careful tests have been made and recorded. If a 
patient, who has had several sedimentation tests 
showing a time of two hours or so, comes to his 
doctor after an absence of six months or a year, and 
his sedimentation rate is 40 minutes, this fact offers 
a powerful suggestion that the individual may be 
developing a carcinoma, and spurs the physician to 
intensive efforts to discover where it is located. In 
a patient with chronic tuberculosis, a lengthening 
of the sedimentation time may be the first indica- 
tion that his disease is becoming quiescent, and thus 
be of great value in prognosis. 

In estimating the worth of any diagnostic meth- 
od whatever, it is always a mistake, except in the 
strictly specific tests, to place too great importance 
upon any one sign or symptom, but many tests and 
signs are helpful if used with judgment and con- 
sidered with discretion as parts of the entire 
picture. 


A 


Progress is measured by comparison.—Man ty P. Hatt. 


A 


A Medical Pioneer in Birth Control 


| eat 1927, Dr. James Patrick McMurphy, of 
Atmore, Ala., read a paper on birth control before 
the Medical Association of the State of Alabama, 
which began with the statement: 

“There is, in my opinion, no subject affecting 
the masses of people today, financially, socially, 
and morally, of more importance than that of 
legitimate birth control. . . . The more intelligent 
classes already practice birth control, while the 
less intelligent, who lack the knowledge to restrict 
their births, are breeding so prolifically that they 
imperil the general standards of human excellence 
of the race. The welfare of society demands that 
all classes be placed in command of the same infor- 
matjon, so that restrictions of births may be fairly 
equal in all classes.” 

Dr. McMurphy was a pioneer of his profession 
in this field and deserves great credit for his cour- 
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age and foresight, but much water has flowed under 
the bridges in the past 14 years and events are 
now rapidly catching up with his advanced ideas. 

The Journal of his state Association has recently 
reprinted his paper, with interesting editorial com- 
ments, to the effect that the problem outlined by 
the bold Doctor is, even now, only beginning to be 
solved; that Dr. McMurphy’s studies of the effect 
of multiparity on mothers may well be compared 
with (and may have been, in part, the cause of) 
the present emphasis on child spacing; and that 
his statement, “Every child has a right to be 
wanted and loved,” is practically echoed in the 
slogan of the Committee for Planned Parenthood, 
“Every Baby a Wanted Baby.” 

The editor further suggests: 

“If the solution, ‘Birth control clinics, under 
strictly medical supervision, should be established 
under the auspices of the Public Health Service,’ 
had been accepted and put in practice when it was 
advocated by Dr. McMurphy, the economic, social, 


and moral consequences would have been evident 
today.” 


Fourteen years is not a long time, in terms of 
the Cosmic processes, and while the national health 
officials are still blind to the most important piece 
of work they could do for the protection of human 
life and soundness, the authorities of several states 
are stirring in their sleep, and those of three states 
have actually waked up and embodied this vital 
educational project in their health programs. 

Perhaps you, who read this, can help to awaken 
some others. As things are now moving, Dr. Mc- 
Murphy may not be too old to see his enlightened 
program in full operation. 


A 


Courage is still, as it has always been, a thing of great 
beauty that springs, whatever its form of expression, from 
an inner source of moral power.—Hans ZINSSER. 


A 


Doctors Are “Small Business Men” 


Mepicax services to the people of this country, 
as a whole, constitute “big business,’ but the work 
of each individual physician is a “small business,” 
so every doctor is a “small business man”’ and his 
economic interests and dangers are identical, in 
many respects, with those of all others who are 
in the same general group, whatever their line of 
work may be. 

The chief and vitally necessary object of every 
small business man is to preserve the principle of 
individual ownership and operation of his own 
business, which is the very foundation and frame- 
work of the system of private enterprise and has 
been fostered and cultivated by the leaders of this 
nation, until rather recently. 

Everybody who reads the newspapers _intelli- 
gently is aware that, more and more, under our 
present bureaucratic administration, the Priorities 
Division of the Office of Production Management 
(“OPM”) is withholding necessary raw materials 
from the smaller independent manufacturing con- 
cerns. If this goes on, there is imminent danger 
that thousands of such establishments will have 
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to close, throwing millions of workers out of em- 
ployment. As many of you have, among your 
patients, a number of these small business men, 
or their employees and dependents, or all three 
classes, the immediate effect upon your income 
will be obvious. 

For many months, the National Physicians’ 
Committee (for the Extension of Medical Service 
—‘N.P.C.”) has been doing splendid work for 
the group of “small business men” known as “The 
Doctors,” by educating the public in regard to 
the vital importance and immense value of their 
services, as rendered under the present American 
system of private enterprise. You have, no doubt, 
been assisting in this work, by direct efforts or 
financially. 

This job has been so well done that the Na- 
tional Small Business Men’s Association is asking 
our N.P.C. for help and guidance in undertaking 
a nation-wide educational program along similar 
lines, so it looks as if we were about to gain some 
200,000 allies in our fight to save the principles 
upon which our Republic was founded. 

NOW is the time for every physician who loves 
his home, his family, his patients, his freedom of 
initiative, and his work, as he is now doing it, to 
redouble his support, of all kinds, to the N.P.C., 
for in doing so he will be adding to the courage 
and efficiency of this other section of the economic 
group to which he belongs, and thus rendering its 
success more certain. All such support should be 
considered as a life insurance expenditure—which 
it truly is. 

Write, today (if you inclose a check, that will 
be fine!), to the National Physicians’ Committee, 
Pittsfield Building, Chicago, IIl., asking how you 
can best serve in protecting the small businesses 
of this country, of which yours is one. 

This is not, in any sense, a matter of party 
politics (which would have no place in a pro- 


fessional publication), but of personal self-preser- 
vation. 


A 


Every gain that is to be enduring must be individual 
and inward.—Lawrence W. Nerr. 


A 


Chemotherapy 


A rew years ago (and by some physicians even to- 
day), chemotherapy was considered to mean the 
administration of drugs (generally parenterally), 
with the intention of producing a more or less spe- 
cifically bactericidal effect upon certain microor- 
ganisms, and without damage to the patient. 

Such a position is no longer tenable, if it ever 
was. Quinine and mercury are generally looked 
upon as typical examples of specifics, for the treat- 
ment of malaria and syphilis, respectively, but a bit 
of consideration will readily show that neither is 
free from definite and sometimes toxic effects upon 
the host; nor, for that matter, is arsphenamine, 
which has been classed as a specific, but which acts 
upon a number of disease-producing organisms be- 
sides those of syphilis, and alters body chemistry. 


Chemotherapy 
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An interesting fact, which has now been shown 
by a number of workers, is that all of the drugs used 
in chemotherapy, when injected intravenously or 
intramuscularly, cause a more or less marked and 
prompt increase in the number of leukocytes in the 
blood. Since Metchnikoff in his monumental work, 
“Immunity in Infective Disease,’ declared and 
proved, to the satisfaction of most reasoning per- 
sons, that the white blood cells are the chief, if not 
the only, factor in recovery from infections, there 
seems reason to believe that the favorable results 
following the administration of the remedies men- 
tioned are not by any means wholly specific, but are 
consequent upon the leukocytosis which all of them 
produce. 

This may be true, to some extent of the salicy- 
lates, the iodides, and certain other remedies which 
are now being administered intravenously to a con- 
siderable extent, but even if it is the case, they have 
other direct and demonstrable effects upon the 
nervous system or other structures. It may also be 
true, in considerable degree, of the serums and vac- 
cines, whose action, while it seems to be fairly 
specific in certain cases, is by no means always 
strictly so. 

When it comes to the administration of the salts 
of calcium, iron, and other minerals, which have 
well recognized tissue-reconstructive properties, and 
such biologic products as insulin for diabetes and 
liver extracts for pernicious anemia and hyperten- 
sion, the part played by the leukocytes is probably 
minimal, the favorable effects of these remedies 
seeming to rest upon a chemical, rather than a bio- 
logic basis. 

In the time of our grandfathers, chemotherapy, 
even in its broader sense, was largely empiric, and 
we still have to do a certain amount of clinical 
experimenting, in many cases, but it now has a 
sound, scientific basis. Practically all new drugs 
now offered to the profession are carefully worked 
out upon animals, as to their physical, chemical, 
and physiologic effects, before they are put on the 
market, so that the physician who uses them needs 
to do no stabbing about in the dark. Many of the 
old drugs, long used empirically, have now been 
placed on a scientific basis in the same manner. 

A generation ago, the attitude of the socalled 
leaders of the profession—and, in an exaggerated 
form, of the eager, “me too” followers—was one 
of “therapeutic nihilism.’ Surgery was regarded as 
the only “scientific” method of treatment. 

Modern researches and discoveries, in chemistry, 
pharmacology, biology, and various other sciences, 
especially the introduction of the sulfonamides, 
have made radical changes in our feeling toward 
drugs. Today, the man who studies these indispens- 
able weapons in his therapeutic armamentarium 
can apply them with a precision and certainty un- 
imaginable half a century ago. 

The popularizing of the hypodermic syringe as 
an instrument for drug administration, and the per- 
fecting of a wide range of remedies suitable for 
subcutaneous, intramuscular, and intravenous in- 
jection, have eliminated the factors of uncertainty 
in the individual absorptive powers of the gastroin- 
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testinal canal, which are inevitably present when 
drugs are given by mouth. 

We seem to be at the beginning of a new era 
of accurate and scientific chemotherapy. New and 
powerful drugs are being given to us almost weekly ; 
our old favorites are being confirmed to us, with 
the seal of the pharmacologic laboratory upon 
them; and new and improved methods of adminis- 
tration are at our disposal. 


A 


The real secret of success is to be on the spot with the 
right equipment when opportunity happens along.—Rosert 
QUILLEN 


A 
Medical Patents 


I 17 ever seems to you that 
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coming physician. You can still treat syphilis with 
mercury, which is far less costly than arsphena- 
mines (and far less satisfactory), or prescribe mor- 
phine for pain (and make a lot of addicts), which 
your patients can buy for considerably less than 
they would have to pay for Nembutal or cobra 
venom, and so on through a long list that you can 
make for yourself. 

But how long would your patients stay with you, 
when they learn (as they surely will) that other 
doctors are giving their patients more satisfactory 
service, even if it does cost more? 

The price of all things that can be bought for 
money is more or less arbitrary (or may seem so), 
but their value is in proportion to their ability to 
give satisfaction, not to their cost. 

A physician cannot pat- 
ent his professional abil- 


there is no reason why new 
drugs should be as expensive 
as they sometimes are, or 
why pharmaceutical manu- 
facturers should be allowed 
to patent the products they 
have originated, it will be 
well for you to remember 
certain facts and do a bit of 
thinking about them. 

You may say that the en- 
dowed research institutions 
contribute the results of 
their labors for the public 
good, but that is not always 
true, and even if it were the 
case is not parallel. Some- 
body pays for the work done 
by these men, and all the 


NEXT MONTH 

Dr. William LeGrande Cooper, 
of Los Angeles, Calif., will sug- 
gest a new approach to the 
treatment of hypertension, with 
data to support his thesis. 

Dr. Clifford F. Dowkontt, of 
New York City, will describe in 
detail, with illustrations, his 
technic for the plastic recon- 
struction of enlarged breasts. 


COMING SOON 


“Venous Thrombosis and Pul- 
monary Embolism: The Clinical 
Use of Heparin,” by Robert 
Franklin Ives, M.D., F.A.C.P., 
Brooklyn, N. Y. 

“Notes from the Mississippi 
Valley Medical Society,” re- 


ity, but most of them (if 
they are wise) plan their 
fees so that, in the long run, 
the expenses of their medi- 
cal education will be reim- 
bursed; and the _ more 
capable they are, the larger 
fees they can charge—and 
collect from willing and 
grateful patients. Of course, 
all this will cease (along 
with all progress) if we 
allow ourselves to be saddled 
with political medicine, but 
this is the present status. 
Think over these things, 
and do not allow yourself 
to drift into the class of 
those who are satirically 
said to know the price of 


other expenses involved, 
even if you and your pa- 
tients do not do so, directly. 

How many drugs and 
other therapeutic products can you think of that 
have been developed by the endowed laboratories? 
You may be astonished, if you really try to answer 
this question, at how few there are. All the rest of 
the scores or hundreds that you are using every 
week have been made available to the medical pro- 
fession by the commercial drug houses, which have 
worked them out, at enormous expense to them- 
selves (which is not met by somebody’s endow- 
ment), to help you and your patients, and they 
certainly are entitled to get their money back, but 
the only way they can do it is to patent these new 
products (so as to retain the sole right to their 
manufacture) and then add a fraction of the cost 
of the research that produced them to each batch 
of the finished products, until that cost is cov- 
ered. 

You don’t have to use the new products that you 
think are too expensive—unless you are an up-and- 


Waukegan, IIl. 


ported by George B. Lake, M.D., 


everything and the value of 
nothing. 


A 
No Seminar This Month 


Back in January (page 3) we warned you that 
we were going to cease applying artificial respira- 
tion to the Seminar, and would omit that feature 
in any month when there were not enough discus- 
sions to make it worth while. 

That situation has now arisen, and you will find 
no Seminar in this issue, because you have failed to 
send in a discussion. It would seem as if all our old 
standbys (who have been keeping this department 
going for the rest of you) must have been on their 
vacations at the same time. Problems Nos. 8 (Au- 
gust, page 199) and g (September, page 225) are 
now open for discussion, and if you enjoy this 
Round Table talk, earn it by taking part in it. 

CurnicaL Mepicine is your journal, and the 
Seminar is especially yours. If you want to keep it 
going, work at it. Read “You and Your Journal,” 
on page 182, August issue, and let us hear from you. 
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Every general clinician does obstetric 
work, and has had occasions to wish for 
a more satisfactory delivery forceps. Dr. 
LaBreck seems to have solved most of 
the problems. 


OR the first time in the nation’s history, the 

number of maternal deaths in the United 
States was less than 10,000 during the year of 
1939. While this is a commendable accomplish- 
ment on the part of the medical profession, it 
portrays a situation in which there is still room 
for improvement. 


In 1937 (the last year for which complete 
figures are available), it was found that, of the 
10,769 maternal deaths, 2,717 were due to tox- 
emias, 3,719 to infection, 1,319 to hemorrhage, 
and the remaining 3,014 to “all other conditions.” 
This means that conditions arising during delivery 
may have played a part in 8,052 of these deaths, 
and probably did so in 5,038 cases. 


Intrapartum and postpartum hemorrhages often 
are the result of improper conduct of the second 
or third stage of labor. Into such a category fall 
many cases of forceps deliveries, which also are 
prominent factors in maternal deaths due to in- 
fection, in spite of the modern use of sulfanilamide. 


The high mortality rate of the newborn has also 
presented a challenge to the medical profession. 
According to the vital statistics of the United 
States,’ about 61,000 deaths occur in the first 
week of life, which is about 50 percent of the 
total deaths occurring during the first year of life. 


Among the reports on this subject is one by 
Toverud,’ who studied autopsies of 534 premature 
and 419 full-term infants, and found intracranial 
hemorrhage in 370, or 38.8 percent. Another study 
is one by Bundesen* and his associates, in Chicago, 
who found that such hemorrhage was the predom- 
inant cause of death in 1,642 cases (22.7 percent). 


A second aspect of this problem is presented in 
McNeil’s* statement that intracranial hemorrhage 
is the biggest single factor in neonatal deaths, es- 
pecially if we consider not only the fatal causes, 
but also those babies who survive with crippled 
minds and bodies. It has been estimated that 
intracranial hemorrhage manifests itself clinically 
in from 1 to 2 percent of all infants, and that about 


of 


25 in every 100 of those who survive do not de- 
velop normally. 


It is apparent that intracranial hemorrhage in 
the newborn is a major factor in infant mortality 





Obstetric Mortality and A New Delivery 
Forceps 


By 
F. A. La Breck, M.D., Eau Claire, Wis. 
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and morbidity, and that its control and prevention 
are problems demanding serious consideration. 

The thesis, that good forceps, properly used, as 
maternal and fetal conditions indicate their em- 
ployment, constitutes a major approach to re- 
ducing maternal and fetal mortality, appears ten- 
able, and on this basis I have attempted to analyze 
the various types of female pelves, and to devise 
an obstetric forceps that, through a single appli- 
cation, will reduce the likelihood of either mater- 
nal or infant death. 


« ID TYPz ANTEROPOID TYPE 





KZ 


Fig. 1 (Left):—Showing male type pelvic arch, with 
fetal head forced posteriorly toward sacrum.* 

Fig. 2 (Center):—Showing male type pelvic arch, with 
fetal head in occipito-posterior position, utilizing compensa- 
tory space. 


Fig. 3 (Right):—Showing female type pelvic arch, with 
fetal head fitting under symphysis. 


Types of Pelves 

As in other operative procedures, an under- 
standing of the variations of the anatomic parts 
is fundamental. Caldwell,® and his associates de- 
scribe 12 types of pelves, in a series of 215 con- 
secutive cases of primiparas, four of which types 
are obstetrically significant (see Figs. 1 and 2). 
These parent forms have many intermediate grada- 
tions, but if the influence on parturition and for- 
ceps delivery of the four principal types is under- 
secutive cases of primiparas, four of which types 
will naturally follow. 

In 1931, at the White House Conference, Plass’ 
reported that, in a series of 145,812 obstetric cases, 
forceps were used in 17.9 percent. Not only is 
infection introduced by the operator’s hands or the 
instrument itself, but the forceps traumatizes the 
mucosa and musculature of the generative canal, 
and thus reduces the blood supply and vitality of 
the tissues, creating an ideal culture medium. 

One application of the forceps may carry infec- 


*Figures 1, 2, and 3 are adapted from Thoms’ “The 


Obstetric Pelvis,’ Williams and Wilkins, publishers. 
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tion into the vaginal tract and uterus. Additional 
applications multiply the likelihood of infections. 
Yet De Lee,* in the latest edition of his book on 
“Obstetrics,” describes a method of rotating the 
head from an occiput-posterior to an occiput-an- 
terior position (180 degrees), by forceps manipu- 
lations in which four separate applications are re- 
quired. Vedder’ advocates the use of the Kielland 
forceps for such a maneuver, and advises that the 
forceps be re-applied for each three to five de- 
grees of rotation accomplished, thus necessitating 
between 36 and 60 applications. 

Certain factors such as pelvic types and different 
presentations of the fetus make the use of the 
forceps imperative. For instance, in the android 
and anthropoid types of pelves, Caldwell and his 
associates” found it necessary to reverse the Scan- 
zoni maneuver and rotate the occiput-anterior 
presentation to the occiput-posterior, by forceps 
manipulations. This occurred in 23.2 percent of 
their series of 215 cases (see Figs. 1 and 2 

These two types of pelves have compensatory 
space posteriorly, the anterior part of the inlet 
being narrow. A small baby frequently will come 
through; but if it passes the inlet in the posterior 
position, difficulty in rotation usually occurs. Con- 
sequently, when these pelvic types are recognized, 
the operator will find delivery of the head with 
forceps, in the persistent posterior position, the 
method of choice. 

Furthermore, it is mechanically wrong to at- 
tempt the rotation of the fetal head from a. wide 
diameter through a narrow one. This principle 
holds true in the delivery of the aftercoming head 
in a version and breech extraction. Hence, if it 
is possible, it is logical to rotate the head to an 
occiput-posterior position in the inlet itself. Titus,’ 
in his latest book on obstetrics, advocates this pro- 
cedure in delivery through the android and the 
anthropoid types of pelves. 

The application of any of the forceps now in 
use (all of which have a fixed pelvic curve) does 
not allow the head to flex, extend, or rotate during 
traction. As a result, unnatural relations occur in 
the birth canal during traction with forceps, and 
injury to the baby’s head and to the mucosa and 
musculature of the generative tract result, with 
possible infections following. 


A New Forceps 

With these basic and other corroborative facts 
in mind, I felt that there was adequate reason for 
continued study and improvement of all known 
methods of forceps construction and use. Broadly, 
the question presenting itself was, “How might 
forceps be designed and used in order to reduce 
maternal, natal, and neonatal deaths by minimiz- 
ing infection and re-application of the forceps?” 

Since delivery by forceps occasions unnatural 
relationships between the passenger and the pas- 
sage, it is the task of the designer to have forceps 
made in such a way that they comply as closely 
as possible with the natural factors which effect 
birth. In this connection, two essentials must be 
kept in mind: First, it is best for both mother and 
child to terminate any forceps delivery as quickly 
and simply as possible; second, as is true for all 
surgical instruments, absolute aseptibility is requi- 
site. 

On these premises, the technical problem may 
be summarized in the following points: (1) Rota- 
tion of the child’s head should not be restricted by 
the operator's grip on the forceps handle (this 
might be avoided by a universal joint) ; (2) move- 
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ment of the head in the longitudinal axis of the 
birth canal requires a flexible forceps, to avoid in- 
jury; (3) pressure of the blades on the head should 
be reduced to a minimum, and the head, while 
in the forceps, should be free to flex, extend, and 
rotate during traction; (4) the usual stiff bond 
between the head of the child and the operator’s 
hand should be eliminated by a full universal joint, 
as the hands are not sensitive enough to feel the 
tendency of the head to rotate, flex, or extend to 
the available compensatory space; (5) re-applica- 
tion of forceps should be unnecessary, as it would 
be by inclusion of a universal joint; (6) simple 
construction, safety of manipulation, and absolute 
aseptibility are imperative; (7) the forceps blade 
should automatically change its pelvic curve dur- 
ing any rotary movement, in order to follow the 
curve of the bony pelvis; (8) it should be an all- 
purpose forceps, incorporating ease of application 
and axis traction; (g) it should give equal dila- 
tion of all parts of the vaginal canal during trac- 
tion, avoiding episiotomy if possible and prevent- 
ing deep muscular tears into the rectum; (10) by 
avoiding the necessity of re-application, it should 
eliminate reversion of the head to its original posi- 
tion during rotation. 

Among previously designed forceps, there is not 
one which solves the problem of flexion, extension, 
and rotation of the child’s head in such a manner 
that the entirely unhindered, yet powerful, work 
of pulling can take place. This fact is most obvi- 
ous in the forceps that have been most practical 
and applicable. Actually, in the most common 
case in which delivery with the aid of forceps is 
necessary, the head must rotate and the entire 
forceps must rotate with it. 

With most forceps, if the operator resists the 
rotary tendency, the head, due to the pressure 
exerted upon it by the walls of the birth canal, 
must turn within the blades. If the physician ro- 
tates the forceps now in use, the head is injured 
by the blades and the soft parts of the birth canal 
are torn. These damages may result, even though 
the head is held in the forceps in the seemingly 
correct position. When the pelvis is normal, the 
forceps case may progress satisfactorily, if the 
instrument is properly used. But if the pelvis is 
deformed, the ill-effects of a socalled normal posi- 
tion become obvious. 

If the blades of the forceps serve only to hold 
the head firmly, as in the socalled axis-traction 
forceps, in which the handles are locked in posi- 
tion by a screw and wing bolt, while a special 
traction handle is attached to the blades, the head 
has more room for rotation. In this manner, it is 
easy to secure rotation, despite the addition of the 
extra arms, which are awkward, difficult to apply, 
and are now seldom used. If, however, the physi- 
cian holds the traction handle tightly, he hinders 
rotation, even though it is easier to follow the 
natural movement of the head with this instru- 
ment than with ordinary forceps. The one ad- 
vantage of the axis traction forceps is that, by 
separating the pulling mechanism from the clamp- 
ing mechanism, the side pressure of the blades is 
reduced to a minimum. 

With the ordinary forceps, such as the Simpson 
or De Lee type, the attendant must clamp the 
head with the handles while, at the same time 
pulling on them. It can be seen that, even ir 
the hands of the most expert, it is inescapabl 
that the head will be compressed more than is 
really desired, due to the need for keeping a firn 
grip on the forceps. 
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With these criteria for the ideal forceps, and 
the faults. or disadvantages of other forceps in 
mind, I have designed a new forceps, the primary 
object of which is reduction of fetal, maternal, 
and neonatal mortality. These new forceps re- 


semble, in general, De Lee’s modification of the 
Simpson forceps (see Fig. 4), and are as easily ap- 





Fig. 4:—The LaBreck Forceps, showing, at A, the han- 
dles (23) rotated at an angle of 90° to the plane of the 
blades (1 & 2); at B, the handles locked in the same 
plane as the blades. The lock-nut and the grooves in the 
shanks (1 & 2), in which the blade-lock slides, to hold 
the blades securely in any of the three positions shown in 
Fig. 5, are also shown. 


plied, since the blades, being thinner, will occupy 
less space in the birth canal. The possibilities of 
free rotation, flexion, and extension of the head, as 
well as the insertion of an elastic mechanism for 
the purpose of overcoming the friction of the 
head, is the goal sought. 

These forceps may well be considered as new 
in both principle and design, because, although 
they are applied the same as a Simpson instru- 
ment, the swivel or ball joint, bilaterally, frees 
the head from any hinderance traceable to rota- 
tion, flexion, or extension due to the pull of the 
operator. The head can gradually and fully turn, 
automatically, to conform with the diameters of 
the birth canal, in spite of the direction of the 
pull exerted upon it. 

Rotation of the head is due to the pressure of 

the soft portions of the pelvis, especially posteri- 
orly, and is nature’s attempt to adjust the fetal 
head to the compensatory space in the pelvis. It 
is possible to prevent any hinderance to the free 
rotation, flexion, or extension of the head by the 
use of the new forceps, which thus permit the 
replacement or assistance of the natural labor 
powers by a forceps operation made to conform 
as Closely as possible with natural conditions. 
_ A lock is provided in the shanks, to hold the 
forceps blades in a fixed position. This can be 
released by the operator after application of the 
forceps, thus allowing automatic free movement 
of the blades and the head during rotation and 
delivery. 

The new blades are designed to fit the head 
and, consequently, all curves are cephalic, so that 
the blades automatically adjust themselves to the 
pelvic curve when necessary. This contingency is 
provided for by a joint near the center of each 
blade (see Fig. 5), which assists the adjustment 
during the rotating of the head from the occiput- 
posterior to occiput-anterior position, or vice versa, 
for delivery. 

This forceps aims to provide an instrument (1) 
permitting axis traction combined with universally 
ointed action, and capable of being applied and 
manipulated as easily as other forceps now in use; 
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(2) with which but one application will be re- 
quired to rotate the head from the occiputo-pos- 
terior to the occipito-anterior position, or vice 
versa, the blades of the forceps automatically 
changing to the required pelvic curve for delivery; 
(3) which will effect equal distribution of pres- 
sure throughout the vaginal tract, so that episiot- 
omy may often be unnecessary; (4) to elim- 
inate a stiff bond between the head of a 
child and the physician’s hand, the construc- 
tion being such that, during traction, the 
head can rotate, flex, or extend to a favor- 
able outlet, there being no restrictions due 
to a tight grip of the physician’s hand on 
the forceps; and (5) to provide that, by 
rotating the grip through go degrees, the 
shanks of the forceps levers will be locked 
together, to prevent the working portions of 
the levers from opening, so that the physi- 
cian has, within easy control, a means where- 
by the forceps may be locked in position against 
spreading. 

I wish to express my appreciation to the follow- 
ing obstetricians, who have accepted the new for- 
ceps for trial and given time and effort in the 
various stages of its development: Doctors E. D. 
Plass, Paul Titus, N. J. Eastman, John W. Harris, 





Fig. s: 
blades may assume 


Side elevation, showing the positions that the 
I during rotation of the child’s head 
A. H. Lahmann, H. H. Cummings, J. B. De Lee, 
William Dieckmann, Fred L. Adair, R. M. Grier, 
William E. Caldwell, H. C. Maloy, Hugh J. Tun- 
stead, A. B. Hunt, R. D. Mussey, and E. J. 


Simons. 
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Hematuria and Uterine Disorders* 


By 


WINFIELD Scott Pucu, B.S., M.D., New York, N. Y. 


A patient's complaint of "blood in the 
urine" is not always an accurate state- 
ment, especially in women. Dr. Pugh dis- 
cusses this situation helpfully, in this 
article. 


\ ANY years of experience have taught me that, 
+"4 when a woman complains of hematuria, the 
physician must at once rule out the possibility that 
her bleeding is of uterine origin. 

Strange as it may seem in these socalled en- 
lightened days, women know very little of their 
anatomy and physiology, particularly in connec- 
tion with the genitalia. This is easy to under- 
stand, because a large proportion of our citizens 
still regard the reproductive system and its mech- 
anism as parts tending to drag us down into sin. 
Women reared amid such silly notions will mis- 
lead the unwary physician, not intentionally, but 
because they do not know any better. On the 
other hand, there are women who intend to de- 
ceive the doctor, so we must be alert. 

Illegal procedures are common 


today and 


women will go to any extreme to get themselves 
out of a tight situation. Therefore, when a mem- 
ber of the gentler sex comes to you complaining 
of bloody urine, think first of a uterine condition 
and rule it out quickly as possible. 

The following report of a few cases seen in my 


practice during the past year, may be of some 
assistance. 


Foreign Body in the Cervix 


Case 1: Mrs. G. F., a white American house- 
wife, complained of bloody urine and abdominal 
pain. The previous family and personal history 
have no bearing on the case. 

Present illness: For twenty-four hours before 
applying for treatment, she noticed bleeding from 
the urinary canal, and that her urine was dis- 
tinctly red. The next morning, severe pains were 
noticed all over the lower abdomen. She had seen 
another physician, who made a diagnosis of 
appendicitis, but the patient felt sure it could 
not be that. In her talk and manner, this woman 
rather led me to suspect that she had something 
to conceal. 

Physical examination of heart and lungs re- 
vealed nothing. In the lower abdomen there was 
a suggestion of resistance, but not rigidity. It is 
rather important to distinguish between the two, 
as they are met with rather commonly during the 
investigation of women’s diseases. 

The external urethral orifice looked as if if 
might have been scratched, and a little blood was 
present. Urine obtained by cathetization was, 
however, quite clear and normal in every way. 
When a speculum was inserted into the vagina, 
exposing the cervix, considerable blood was seen 
in that area, and also something suggesting a 
piece of wood protruding from the external os. 
This plug was removed, and proved to be a slip- 
pery-elm tent. The patient later admitted that she 
had introduced it two days previously. 

*Part of a symposium on hematuria, presented at the 
Downtown Medical Society of New York, May 22, 1940. 


Case 2: Mrs. L. G., a white housewife, aged 
33, complained of bloody urine and pain over the 
left lumbar region. There was no family history 
of tuberculosis, cancer, or other chronic disease. 
The patient began to menstruate at 13 years, has 
been regular until recently, and has never been 
seriously ill. 

Present illness: Mrs. G. was married three 
years ago, and her trouble, she thinks, began at 
that time. One month after this, the menses, 
which heretofore had lasted three days, began to 
extend over four. For approximately two years, 
pain has preceded the flow, but when blood 
appears the pain ceases. Little or no attention 
was paid to this, as her mother had informed her 
that various changes took place in the cycle after 
marriage. 

Three months before I saw her, the pre- 
menstrual pain shifted to the left kidney region, 
and blood began to appear in the urine, not only 
during the menses, but every day in the month. 
For a week, it had been exceedingly difficult to 
pass urine, and the back pain was very severe, 
on both sides. Mrs. G. said that, if she had not 
had fairly regular periods during the past year, 
it would seem as if labor pains were present. 

Physical examination revealed a well nourished 
woman, 5 feet 2 inches tall and weighing 149 
pounds. All parts seemed normal until I reached 
the abdomen, where there was pain on pressure 
over the suprapubic region and the left renal 
area. No masses could be felt. 

The urethral meatus appeared normal. When 
a speculum was inserted into the vagina and the 
cervix exposed, what appeared to be a fibroid 
was seen protruding from it. On touching the 
mass, a considerable flow of blood occurred. An 
attempt to pass a loop around the mass failed, as 
it apparently extended well up into the cervix. A 
catheter specimen of urine was taken and no blood 
or other abnormality was found. Bimanual and 
rectal examinations merely confirmed the previous 
findings. 

Urologic examination showed a normal bladder 
and urethra. A catheter passed readily to the 
right renal pelvis, but on the left side some ob- 
struction was encountered just beyond the ureteral 
orifice. When this was overcome, a slight spurt 
of urine appeared. A pyelogram suggested a be- 
ginning hydronephrosis on the left side. 

All the usual clinical chemistry procedures were 
carried out, revealing nothing of importance. 

Diagnosis: Submucous fibroid projecting from 
the cervix; no urinary tract bleeding. 

Treatment: The patient at first declined any 
operative procedure, but after consultation it was 
believed that the mass could be removed through 
the vagina, to which she consented. 

Under a general anesthetic, the cervix was drawn 
well down to the vaginal orifice and a transversi 
incision was made along the anterior wall of the 
cervix at the vaginal junction. Beneath this, a spac« 
was separated with scissors and an antero-posterio: 
incision was made with scissors, on the anterior wall 
of the cervix, well up toward the urethral orifice 
The bladder was then pushed up out of the way 
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and the anterior lip of the cervix was incised, 
through the internal os. Through this opening a 
large submucous fibroid was removed, and all 
incisions were approximated with No. 2 chromic 
catgut sutures. 


Endometriosis 


Case 3: Miss K. L., 31 years old, white, com- 
plained of bloody urine, at or about the menstrual 
periods. Her family history was too nebulous for 
consideration. Her menses began at 15 years, and 
have always been regular. She had a mastoid 
operation in childhood, but no other illnesses. 

Present illness: Thirteen months ago, just be- 
fore her menses began, she noticed a little annoy- 
ance on urination and the urine was bright-red. 
This condition lasted a day or two and then 
ceased, as blood appeared in the vagina. She felt 
sure that there was no connection between the 
urinary and the vaginal blood. A physician was 
consulted, but because the patient was a virgin, 
he made no pelvic examination, and decided that 
he was dealing with a case of vicarious menstru- 
ation. 

Six months after the onset of the bleeding, 
there was much blood in the urine at the mens- 
trual period, and but little passed by the vagina. 
Several physicians were seen, but all treatment 
seemed unavailing. Miss L. was then referred to 
an associate, at about the time her monthly flow 
was due. According to his statements there was 
marked hematuria, determined by bladder cath- 
eterization. Some blood was also present in the 
vagina. A complete urologic examination revealed 
what appeared to be a bladder tumor near the left 
ureteral orifice. There were also suggestions of 
pelvic masses in the right and left vaginal fornices. 

In the report of Mark’, he states that the pic- 
ture of bladder endometriosis is characteristic, and 
consists of bladder cramp, pain, and dysuria 
mostly noted at the end of micturition, along with 
hematuria. The symptoms are cyclic and cor- 
respond to the menstrual period. 

When the patient was seen in consultation, a 
cystoscopic examination was again made, and I 
saw what looked to me like a typical group of 
varicose veins in the bladder, strongly suggesting 
a case reported some years ago as varicose veins 
of that organ, in the same site noted in the pre- 
vious vesical inspection. 

Following this procedure, Miss L. did not 
return to us for three weeks, and then she did 
not refer to bloody urine, but rather complained 
of marked abdominal pain close to both inguinal 
regions, causing such annoyance that, for the 
last few days, sleep had been impossible. Exam- 
ination revealed that the masses, previously noted 
in the vaginal fornices, were larger and sensitive. 

Treatment: Under general anesthesia, the ab- 
domen was opened and large chocolate cysts were 
found in both ovaries. In addition, the uterus was 
large and fibroid. 

Experience has taught me that one cannot 
temporize with endometriosis, which calls for 
radical treatment. In this instance, the fallopian 
tubes and ovaries were removed, along with a 
supravaginal hysterectomy. Should any further 
indications arise, the remains of the cervix are 
easily ablated. 

Postoperative history: The patient made an 
uneventful recovery. A bladder examination, six 
weeks later, showed that the supposed tumor had 


1.—Mark, E. G.: Endometriosis of the Urinary Bladder. 


Urol. 


, Vol. 37, (1937), p. 799. 
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almost disappeared. Unfortunately, I have been 
unable to examine her for some time, as she 
insists that all is well. 

There is no doubt, in this case, that we were 
dealing with an endometriosis in which the blad- 
der lesion disappeared following the removal of 
primary areas in the internal genitalia. 


Pelvic Cellulitis 

Case 4: Mrs. T. V., a white housewife, aged 22 
years, married 3 years, complained of blood in 
the urine and kidney pains. The family history 
had no bearing on this case. 

Previous personal history: She had chickenpox 
at about 5 years of age. The menses began at the 
age of 13, and were always regular and painless. 
Two years ago, she had an appendectomy, from 
which she recovered rapidly, spending only one 
week in the hospital. 

Present iliness: About six months ago she 
noticed that there was very little menstruation— 
only a show. One month ago she passed, by the 
vagina, what she supposed was a large blood clot. 
Since that she had been in good health until 
about one week ago, when she began to pass 
bloody urine. She went to a physician, who pre- 
scribed calcium lactate, without giving any relief. 

There seemed to me to be something Mrs. V. 
was holding back. These impressions are often 
important, as one learns from years of experience. 

Physical examination: The patient looked sick 
and had a temperature of 100°F. All parts ap- 
peared to be normal except the abdomen, where I 
noticed a sense of resistance over McBurney’s 
point, and pain running toward the kidney of the 
same side. There was no rigidity anywhere. 

The external genito-urinary area appeared nor- 
mal. A catheter was passed and clear urine ob- 
tained, which the clinical laboratory reported as 
acid; specific gravity, 1.030; no albumin, sugar, 
renal elements, pus, or blood cells. 

Vaginal examination showed a markedly eroded 
cervix, from which small amounts of reddish-brown 
blood issued. Bimanual palpation revealed a well 
marked mass in the right fornix. The left side 
appeared clear. The uterus was definitely enlarged. 

Blood examination revealed a red-cell count of 
about 4,000,000; white cells, 12,700; hemoglobin, 
80 percent. 

Urologic examination showed an apparently 
normal tract, with the suggestion of a slight ob- 
struction of the lower right ureter, which 
probably caused by the pelvic mass. 

Diagnosis: The findings convinced me that we 
had to deal with a low-grade pelvic cellulitis, and 
possibly a tubo-ovarian abscess. The uterus con- 
tained products of decomposition, incident to an 
incomplete miscarriage. 

Treatment: In view of the history, it was 
apparent that there was no indication for haste. 
The patient was placed at rest and given dia- 
thermy to the pelvis for one hour daily, with 
daily vaginal irrigations of hot physiologic saline 
solution. 

All bleeding ceased at the end of the first week; 
her temperature dropped to normal, and remained 
so. In the third week a thorough curettage was 
done, followed by salpingo-oophorectomy. A pel- 
vic abscess was disclosed and drained through the 
vagina. Later, coagulation of the cervix will be 
recommended. 

In this particular case no difficulty whatever 
was experienced in determining that we were not 


was 
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dealing with a urinary, but with a uterine and 
adnexal disorder. 


Cervical Stricture and Hematuria 

Case 5:—Mrs. E. E., aged 37, a white widow, 
complained of suprapubic pain and hematuria. 
Her family history was quite negative, except for 
the fact that, seven years previously, I had treated 
her husband for an old glandular urethritis, of 
gonococcal origin. 

Previous personal history: She had always been 
well until shortly after her marriage, seventeen 
years ago. Since then, her menses had always 
been irregular and somewhat painful. About one 
year after marriage, an abortion occurred at about 
three months, and a vaginal discharge appeared 
and persisted, despite various treatments, although 
somewhat lessened in amount. 

Present illness: For the past nine months, the 
periodic flow had been accompanied by _ head- 
aches, suprapubic pain, and scant bleeding. Just 
before menstruation was due, blood appeared in 
the urine. Last month all symptoms of the menses 
were present, except that the blood appeared to 
be in the urine. Several months ago she was sup- 
posed to have appendicitis, but when the menses 
appeared, the abdominal pain ceased. 

Physical examination: The patient was a well 
nourished woman, with heart, lungs, and all other 
parts apparently normal, except the pelvis, where 
pain and a feeling of resistance appeared over the 
suprapubic area, radiating to each side. The’ pain 
was not severe, but a dull ache. Nothing definite 
was palpable 

Inspection of the external genito-urinary parts 
showed a bit of clotted blood around the urethral 
orifice; but the bladder urine was clear and nor- 
mal. The cervix showed an old, chronic inflam- 
mation and a depressed scar over the region of the 
left Bartholin’s gland. At the external cervical os 
there was also clotted blood. An obstruction was 
present just above the os, and on pushing a probe 
into the canal, considerable menstrual 
escaped. 

It is astonishing how many people visit a 
physician simply for the relief of symptoms. This 
woman did not return until another month had 
passed and the abdominal pain seemed to be 
returning. She also insisted that bloody urine was 
present, but I saw none. At this time I succeeded 
in making a complete urologic examination, with 
negative results. 

Treatment: With dilators, the cervical stricture 
was gradually improved, over a period of time. 
Obstruction of the cervical 
condition and failure to recognize it has un- 
doubtedly caused much trouble. Strange as_ it 
may seem, this lesion has received 
recognition, except by Arthur Curtis 
others. 

In my opinion, most strictures are of gonococcal 
origin, though consider coagulation and 
conization as etiologic factors. In an experience 
with more than 2,000 of the procedures just men- 
tioned, only one case of stricture has resulted, and 
that one, I feel reasonably sure, was due to faulty 
technic. 
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2.—Curtis, A. H 
Mar. 12, 1932 
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Gonococcus Infection 


I hope that, some day, our teachers will insist 
on the use of the term, gonococcus infection, 
instead of cervicitis, as the latter is often a mis- 
nomer and leads to neglect of the structures, aside 
from the cervix, which are almost always involved. 
We should never fail to investigate the urethra 
and rectum when treating a neisserian infection, 
because such studies will eliminate many future 
tragedies and cast into the discard that now 
ridiculous dictum: a woman, once infected with 
gonorrhea, always remains so. 

The following brief history will illustrate this 
point. 

Case 6: Mrs. M. A., a white housewife, aged 
30, complained of bloody urine. The family and 
previous personal histories had no bearing on the 
case. 

Present illness: Mrs. A. (seen in consultation) 
stated that, for three weeks, there had been 
marked hematuria, accompanied by urgency, fre- 
quency, and dysuria. As she talked, her hands 
seemed to be pressing on the lower abdomen. 
When asked why this is done, she said it relieved 
her discomfort somewhat. Her menstrual history 
gave little information, and the presence of a 
vaginal discharge was denied. 

The general physical examination showed no 
abnormality except distinct sensitiveness over the 
bladder area. 

The urethra revealed an infection of Skene’s 
glands and the presence of blood; the vagina, an 
acute infection of the cervix and a_ profuse, 
greenish-yellow discharge containing gonococci. 
No evidence of rectal involvement was detected. 

When the patient was asked why she denied 
having a vaginal discharge, her reply was, “All 
married women have that.” The old story of 
women’s “natural discharge”! 

Treatment: Until I saw her, this woman had 
been treated only for hematuria. Her word, it 
seems, had been taken that nothing else was wrong. 
Four days later (before treatment could take 
effect), a violent gonococcal cystitis appeared. 
This was relieved by suprapubic drainage. Such 
a procedure seems a bit radical, but it is quick 
and precludes the possibility that the patient 
might become a morphine addict. 

True gonorrheal cystitis (not ordinary trigo- 
nitis) is unusual, as the mucous membrane of the 
bladder is resistant, but when it does occur, it is 
violent! 

Summary 

1..-Do not treat merely what the patient tells 
you, but rather what you find. 

2.—It is not always necessary to tell the pa- 
tient your diagnosis. Use discretion. 

3.—Patients have little knowledge of anatomy 
and are generally unable to distinguish between 
urinary and vaginal bleeding. 

4.—In most women we see, vaginal bleeding 
is far more common than urinary, yet both may 
be present at the same time. 

5.—Do not fail to think of the possibility of 
abortion, when urinary bleeding is mentioned. 

6.—Never fail to make a thorough gynecologic 
examination, in the presence of supposed urinary 
bleeding 
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Fistulectomy Without Damage to the 


External Sphincter 
(A New Technic) 


By 
R. pE R. Baronpes, M.D., Hollywood, Calif. 


Fistula in ano is common, but its treat- 
ment is decidedly difficult, for most 
physicians. Dr. Barondes seems to have 
solved the problem. 


HE great majority of anal fistulas commence 

as infections in the crypts of Morgani (small 
pockets in the mucous surface of the rectum), the 
pus usually burrowing downward along a path of 
least resistance and emerging either internal or 
external to the sphincter ani. The abscess will 
then break of its own accord, if not lanced early, 
and at this time the fistula becomes complete. As 
long as the internal opening remains, as a constant 
source of infection, the fistula will not heal. 

Many methods have been resorted to in trying 
to close this opening, but practically all have 
failed to accomplish the purpose. In reading the 
following description of a new technic for the re- 
moval of a chronic fistula, it will be noted that 
the external sphincter is not damaged, therefore 
there is no risk of fecal incontinence. 


SS 


Fig. 1 illustrates the complete fistula, running 
from the internal to the external openings, the 
tract lying external to the sphincter ani. A probe 
(not appearing in the illustration) is passed 
through the outer opening, having it emerge 
through the internal one. The probe is best left 
in place, as it not only identifies the location of 
the internal opening, but also facilitates cutting 
around the fistulous tract for its subsequent re- 
moval. 

Fig. 2: One begins a spiro-circular dissection 
of the fistula a short distance out from the ex- 
ternal opening, carrying it upward, in the fibrous 


tissue composing the fistulous covering, until Hil- 
ton’s line is reached, or that area separating the 
external from the internal sphincter. As will be 
noted in the drawing, the fistulous tract is now 
almost completely detached from the tissues, except 
that small portion allowed to remain attached, 
which includes the internal opening. 

Fig. 3: A surgical opening is now made in the 
anal canal, at or close to Hilton’s line, on the cor- 
responding side with the internal opening of the 
fistula. This incision should be only large enough 
to comfortably hold the partially-dissected fistula, 
which is to be brought out through it, without 
causing too much constriction. 

Fig. 4 illustrates the surgical opening in the anal 
canal, connecting with the newly-made chan- 
nel the result of the dissection. Through this 
opening is passed a flexible probe with an eyelet 
in the end, bringing it out alongside the dissected 
sinus. 

Fig. 5: A strong silk or linen ligature is tied 
tightly around the loose end of the tract and 
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threaded to the probe, which is drawn out through 
the new opening, bringing with it the external 
end of the dissected fistulous tract. 

Fig. 6 shows the manner in which the fistula 
now side-steps the external sphincter, and is 
brought into the anal canal through the internal 
incision. The portion of the tract remaining, with 
the internal opening, is now only a small, sub- 
mucous sinus which, in a few days, with the 
remaining portion of the fistula, is to be com- 
pletely removed. The ligature should be re- 
moved, after detaching it from the probe, to per- 
mit proper drainage, the terminal end of the tract 
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being anchored to the corresponding buttock with 
a piece of adhesive plaster. 

This method is also applicable in removing fis- 
tulas that have branches leading off from the main 
channel, provided there is only one internal opening 
and no branches are coming from it above Hilton’s 
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line. About seven days should be allowed to elapse 
for sufficient healing to take place, following the 
surgery, before excising the small remaining por- 
tion (the submucous sinus). 


P.O.Box 105. 


Adrenal Stress in Surgical Practice 


By 


Henry R. Harrower, M.D., Glendale. Calif. 


All who perform surgical 
operations are interested in 
the problems of shock and in- 
fection,. which Dr. Harrower 
here discusses, with practical 
suggestions for minimizing 
these distressing and danger- 
ous surgical complications. 

Dr. Harrower 


HE glands of internal secretion may be sepa- 

rated roughly into classes bearing upon the spe- 
cialties of medicine. The female sex glands 
obviously are transcendently connected with gyne- 
cology. The endocrines which control development, 
especially the thyroid, pituitary, and thymus, are 
of particular interest to pediatrists. The liver, 
with its two outstanding active principles, the 
antianemia factor and the depressor factor, natur- 
ally would be of special moment to the internists. 
What might be the glands of special concern to 
the surgeon? 

Beyond peradventure, the adrenals are the 
glands of paramount interest to the surgeon, since 
they are, apparently, the organs principally in- 
volved in the surgeon’s ever-present hazard, sur- 
gical shock, and the adrenal cortex hormone is 
one of the most important single means of com- 
bating this condition. 

Infection is a constant surgical problem, and 
the adrenals constitute a vital part of the body’s 
defenses against it. 

Most surgical procedures involve an anesthetic, 
which is a form of skilful poisoning. All the de- 
toxicative mechanisms upon which anesthesia may 
produce deleterious effects are not understood, but 
undoubtedly it is an imposition upon the adrenals 
and probably may contribute as much to adrenal 
depletion as the surgery itself. 

Finally, the recuperative powers of the body de- 
pend upon functions presided over by the adrenals 
—control of electrolyte metabolism, maintenance 
of blood pressure and blood volume, efficient cir- 
culation, detoxication, etc. 

The practical and vital importance of the cortex 
hormone in the surgeon’s armamentarium is indi- 
cated by Keller’s’ recent conclusion: “I think the 
adrenal cortex will, in the near future, be 
found a valuable aid in strengthening the stamina 
of patients before and after operation.” 


Resistance and the Adrenals 
A large number of reports in modern medical 
literature confirm the vital réle played by the 
adrenals in the body’s defense mechanism. In 1913 


I first put these ideas into my own language, when 
I wrote, in my book “Practical Hormone Ther- 
apy”: 

“It has been proved by numerous autopsies 
that, in cases of acute infections and toxic con- 
ditions, the adrenals are not infrequently the seat 
of hemorrhages . . . Netter has done much to 
impress the importance of this, and records 


many cases in which benefit followed adrenal 
therapy.” 


In the past few years there have been a large 
number of clinical and experimental references 
substantiating the importance of the adrenals, par- 
ticularly the adrenal cortex, in resistance to in- 
fection. 

A host of other references might be cited, but 
what it all comes to is this: Adrenal depletion, 
from any cause, is invariably accompanied by im- 
pairment of the body’s resistance. Since the pos- 
sibility of infection is naturally present in all sur- 
gical procedures, the modern surgeon should keep 
adrenal cortex therapy prominently in mind in 
preparing certain patients for surgery, as well as 
in postoperative complications. 

Some suggestions have been made recently, but 
are not yet entirely confirmed, that the antitoxic 
and anti-infectious value of the adrenal cortex 
hormone cannot be obtained from the synthetic 
desoxycorticosterone acetate. Ettelson*® reports that, 
that, while from 2 to 4 mg. of desoxycorticosterone 
failed to protect rats against the lethal effect of 
typhoid, “another group of adrenalectomized rats, 
treated with 2 cc. daily doses of adrenal cortex 
and injected with similar doses of typhoid vaccine, 
were surprisingly free of toxic effects and prac- 
tically uniform in survival.” This is an extremely 
important point. 


Anti-Shock Action of the Cortex Hormones 


It is now well established that the adrenal cortex 
hormone is essential to life, but it is not yet clear 
which of the many vital functions of this life-main- 
taining principle is preeminent. Hemoconcentra- 
tion is one of the striking findings in adrenalec- 
tomized animals, or in severe adrenal deficiency, 
and Swingle* and his coworkers feel that regula- 
tion of the fluid balance is the fundamental func- 
tion of the gland. 


Britton’ and his school feel that the prepotent 
function of the adrenal cortex is to prevent the 
depletion of body glycogen stores, through its in- 
fluence on carbohydrate metabolism. Loeb*® and 
his associates believe that the most important ser- 
vice of the adrenals is the conservation of blood 
sodium chloride. Zwemer,’ Loehner,’ and _ others 
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point to the disturbance in the sodium-potassium 
metabolism as the fundamental abnormality in 
adrenal “decompensation.” Potassium is known to 
be a toxic ion when present in certain quantities, 
and Loehner has shown that a wide variety of 
neurotic and psychotic states, particularly those 
accompanied by asthenia, may be benefited sig- 
nificantly by adrenal cortex therapy. 
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Lactation 


The Driving Mechanism of the Adrenal Cortex. 


It has been repeatedly stressed, by a number 
of observers, that the chemical findings and the 
clinical state in surgical shock bear many re- 
semblances to clinical and experimental adrenal 
insufficiency. Perhaps more than any other indi- 
vidual worker in recent years, Prof. Hans Selye,” 
of McGill University, has described, in histologic 
detail, what happens to the adrenals under experi- 
mentally-produced strain and shock. Probably 
most striking of the phenomena he describes is the 
actual disappearance, under such conditions, of the 
lipoid granules from the cortex cells, and the re- 
appearance of these granules, with which the 
adrenal cortex hormone is known to be intimately 
connected, when the “shocking” stimuli are re- 
moved. 

Weil and Browne” have demonstrated that 
cortin may be found in the urine of postsurgical 
patients (as well as in certain individuals suffering 
from influenza and severe infections) where it is 
not normally present. These workers also observed 
that none of the postsurgical cases showing an 
increased output of cortin in the urine developed 
postoperative shock. Apparently this excessive se- 
cretion of cortin and its loss in the urine indicate 
a response of the organism to a damaging stimulus 
by an abnormally increased adrenal cortex activ- 
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ity. In fact, there may be an actual hypertrophy 
of the adrenal cortex, such as is normally seen 
in the second and third trimesters of pregnancy. 
It is now established that failure of this hy- 
pertrophy to take place in pregnancy is a prime 
etiologic factor in hyperemesis gravidarum, and 
possibly in eclampsia. 

It used to be said that adrenal cortex therapy 
did not have a “proper scientific background,” 
but now conclusions supporting the anti-shock 
value of adrenal cortex therapy are coming, not 
only from clinicians, but also from experimental 
physiologists. Thus, referring to the essentially 
prophylactic value of adrenal cortex therapy, Weil 
and Browne” state: 

“It would seem that the administration of 
adrenal cortical substances, pre- and post-opera- 
tively and in conditions of damage such as in- 
fection, burns, and other forms of trauma, may 
be of clinical importance. Adrenal cortex ther- 
apy, both before and after trauma, without other 
therapy, reduces the mortality from experi- 
mental shock. . . .” 

The broader potentialities of adrenal cortex 
hormone therapy in shock are suggested by this 
statement of Selye:” 

“The fact that cortical therapy exerts bene- 
ficial effects in so many different conditions 
makes it rather likely that the hormone is not 
a specific antidote in any of these cases, but 
raises shock resistance in general, because a con- 
dition of ‘relative adrenal insufficiency’ exists 
in organisms exposed to non-specific damage.” 
“Non-specific damage” seems to be an apt 

phrase for the shock which must always accom- 
pany surgery in some degree. Today the modern 
surgeon is becoming “adrenal conscious;” he is 
taking it for granted that the patient’s adrenal de- 
partment requires protection and support long 
before the patient is in this dire state of hypo- 
adrenia 


where the most heroic efforts may be 
fruitless. 
Clinical Confirmation 
Years before potent injectable adrenal cortex 


extracts were available, Reed’ was using desic- 
cated adrenal substance in the treatment of 
nervous, asthenic patients. He found that, even 
with cortical substance given by mouth, the symp- 
toms of these patients were alleviated. The blood 
pressure slowly rose to normal, mental tranquillity 
was restored, and subsequent electrocardiograms 
revealed more normal heart action. It occurred to 
Reed that there was a striking similarity between 
the symptoms of these patients (tachycardia; pro- 
fuse, clammy perspiration; tremor; muscular weak- 
ness) and those of patients going into gradual sur- 
gical shock. He, therefore, prepared asthenic pa- 
tients for surgery by giving desiccated adrenal 
cortex, and noticed a decided lessening of the post- 
operative shock in these patients, as compared 
with those not prepared in this manner. Encour- 
aged by these results, he decided to use adrenal 
cortex extract for the treatment of surgical shock. 
This was carried out in an extremely thorough 
manner, repeated blood chemistry estimations 
serving as a guide to therapy. Reed concludes: 
“In reviewing this series of more than 50 
surgical cases treated with adrenal cortex ex 
tract, the following reactions have 
served: 
“Body electrolytes are apparently maintained 
at or near normal balance; blood pressures are 
stabilized ; improvement is seen in certain cardiac 
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irregularities (extrasystoles, chronic myocardi- 
tis, and auricular fibrillation) ; excessively rapid 
pulse rates have not been noted; nausea, vomit- 
ing, distention, and gas pains are noticeably 
mitigated; the amount of narcotics needed to 
alleviate pain and distress is diminished; heal- 
ing of incisions is expedited, with narrow, firm 
scar formation; and accelerated recovery cur- 
tails the usually required time of hospitaliza- 
tion and expedites the early return to normal 
activity.” 

More recently, Sucena, Peregrino, Ramos, and 
Bethlem,* of Buenos Aires, studied the blood 
sodium and potassium levels in 23 surgical pa- 
tients, and report that they saw clear evidence of 
adrenal involvement in all of them. They state 
most emphatically: “Every surgical intervention 
constitutes an imposition upon the adrenal glands, 
which may cause grave and even fatal insufficiency 
in serious Cases.” 

The findings in adrenal insufficiency parallel 
those in many postsurgical cases: (1) Increasing 
muscular weakness (asthenia); (2) anorexia; (3) 
lowering of body temperature; (4) hemoconcen- 
tration; (5) lowered blood pressure, due to de- 
crease in blood volume; (6) body dehydration; 
(7) loss of sodium chloride; (8) rise in blood po- 
tassium; (g) retention of nitrogen; and (10) de- 
crease in blood sugar and the body glycogen stores. 
These dangerous findings may disappear, so 
promptly as to be almost unbelievable, under 
adrenal cortex therapy. 

Subjectively, patients who need adrenal cortex, 
and get it, usually show marked improvement in 
their sense of wellbeing. This, in itself, is no 
small achievement for a patient who has been 
through a considerable surgical ordeal, as the 


proper mental attitude undoubtedly contributes 
greatly to recovery. 


Conclusions 

1.—A knowledge of adrenal physiology and the 
therapeutic value of adrenal cortex extract is of 
vital importance in surgical practice. 

2.—Since the adrenal cortex is usually under 
stress before a patient is brought to operation, 
and is likely to be depressed still more by the 
actual operation, and possibly by the anesthetic, 
persons with any indication of adrenal insuffici- 
ency require most careful consideration and treat- 
ment before surgery. 

3.—Pathologic and physiologic evidence shows 
that, under conditions of trauma, infection, shock, 
etc., demonstrable damage is done to adrenal 
cortical tissue. 

4.—This is confirmed by the demonstration of 
disturbed sodium-potassium metabolism and blood 
volume and the abnormal presence of cortin in 
the urine of these patients. 

5.—Most important of all, adrenal cortex ther- 
apy is of cardinal value in surgical practice, both 
in the prevention and treatment of surgical shock; 
given preoperatively, it unquestionably spares the 
adrenals; it has definite immunologic value and 
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tends to improve the patient’s sense of wellbeing. 


Application 


Dosage must, of course, be individualized, but 
many of my surgical friends find that a satisfac- 
tory plan is as follows: 

Adreno-Cortin, from 1 to 3 cc. daily, is admin- 
istered intramuscularly for several days before 
operation and twice or even three times a day 
immediately after, the amount and frequency of 
the doses depending upon the status of the patient 
and the response to treatment. 

In acute adrenal crises, as much as 10 cc. of 
the cortical extract may be given daily; and in 
tapering off the parenteral therapy during con- 
valescence, the lipid cortex extract, Cortinoral, 1 
or 2 capsules three times a day, may be given by 
mouth, with or without further injections of the 
water-soluble extract. 

Increased salt intake is always advisable when 
adrenal cortex therapy is being given. One tea- 
spoonful of salt in a glass of water, three or four 
times daily, is usually adequate. This may be 
distasteful to some patients, to whom salt will be 
more acceptable in the form of ‘“Addison’s 
elixir,” as described by Rynearson. 
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He who seeks to divorce toil from knowledge deprives knowledge of its 
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what really braces and elevates us, only in proportion to the effort it costs us.— 
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APPENDICITIS and ureteral stone may usually 
be readily differentiated on clinical findings. 
A flat roentgenogram may show a stone; or a 
pyelogram, following the intravenous injection of 
a dye, may reveal ureteral dilatation or may indi- 
cate that no excretion has taken place. If there is 
a reasonable doubt that there is a lesion in the 
urinary tract, and urologic consultation is not 
available within a few hours, it is probably best 
to perform an appendectomy. Hematuria may be 
present if peri-appendicitis has occurred, and need 
not necessarily be considered as a contraindication 
to the operation. aces 

The symptoms of hydronephrosis may mimic 
those of cholecystitis, peptic ulcer, or appendi- 
citis. Pain is usually present, and chills and fever 
appear when infection begins. Hydronephrosis is 
best relieved by the plastic operation of Schwyzer 
and Foley. 

Sulfanilamide should be used in the treatment 
of Bacillus proteus infections, to prevent stone 
formation. 

Acute seminal vesiculitis may readily be con- 
fused with appendicitis, if a careful rectal exami- 
nation is not made and a history of urethral dis- 
charge is not obtained. 


PHYSICAL THERAPY 
By Miland E. Knapp, M.D. 
Clinical Assistant in Surgery 


One suovutp never use the phrase, “restoration 
of function.” Rather one should say, “maintenance 
of function.” Active motion should be carried out 
with every joint that need not be immobilized in the 
treatment of fractures. A Colles’ fracture should 
never be put up in a heavy cast and supported by 
a sling, for when the cast is removed, the patient 
will be unable to use his shoulder. This type of 
patient should be instructed that every day he 
must put his hand behind his head and behind 
his back. 

Swelling of the tissues is a great impediment to 
proper, quick recovery. Edema may be relieved 
by heat, massage, and motion. Swelling prevents 
normal motion of joints. Absorption of blood and 
edema fluid is followed by adhesion formation. 

Active motion results in decrease of swelling. 
“The heart of an extremity is in its muscles,” 
which intermittently pump the blood forward in 
the veins and out of the extremity. Massage, if 
gently carried out, causes a decrease in the amount 
of swelling, and relief of pain and muscle spasm. 
Heat causes an increase in the amount of swellirig, 
(due to the fact that increased arterial flow carries 
in more blood) and relieves pain. Heat alone 
should not be used in the treatment of swelling, 
as it does not cause increased motion, but should 
be followed by massage, which increases the venous 
and lymphatic circulation. 

The whirlpool bath (a small tank containing 
warm water, which is rapidly circulated by a 
motor) may be made rather inexpensively. It pro- 





Part 2 


249 





vides heat, massage (through the action of the 
moving water and air bubbles), and active motion, 
as the patient is encouraged to move his extremity 
while under the water. 


The Application of Heat 

Deep heat should not be applied early, in the 
treatment of fractures, as the increased arterial 
flow may lead to decalcification. Superficial heat 
may be applied by a cheap infrared bulb in a 
home-made baker (write to the American Medical 
Association Council on Physical Therapy for spe- 
cifications). The Mazda CX type, 200-watt bulb 
is effective. Heat may also be applied with an 
ordinary electric coil heater, heat pad, or hot- 
water bottle. 

Short-wave or diathermy heat penetrates deep- 
est, and may be used in the late treatment of 
fractures. 

Early active motion will give much better results 
in tendon surgery. If tendons are sutured with a 
non-absorbable suture, and not completely im- 
mobilized longer than from 7 to 10 days, few ad- 
hesions will form. If adhesions have formed, heat 
should be used over a period of several months, 
and each treatment should consist of mild heat for 
half an hour or more. Also of value are (1) deep 
massage; (2) forced movement, to stretch the ad- 
hesions; and (3) galvanism (the negative pole 
softens scars) or faradic stimulation, if the muscles 
are weak. 

Indolent Ulcers 


Varicose ulcers, bedsores and other indolent 
ulcers may be treated with ultraviolet rays. The 
applications may be light and frequently repeated, 


or intensive and rarely repeated. Healing is defi- 
nitely stimulated. 


Sinusitis 


If sinusitis is of infective origin, it can be much 
helped by diathermy or infrared therapy. If the 
history and findings indicate that it is of allergic 
or mechanical origin, little relief will be obtained. 


NEW ORTHOPEDIC MEASURES 
By Wallace H. Cole, M.D., F.A.C.S, 
St. Paul, Minnesota 
Head, Division of Orthopedics 


Viratium* is the wonder metal of orthopedics 
today. It is the only metal known which does not 
Cause tissue reaction and does not need to be 
taken out, apparently because it causes no electro- 
lytic action. Ankylosed hips are being freed and a 
Smith-Peterson cup placed over the newly formed 
femoral head. These patients are walking and 
bearing weight. Disintegrating hip joints, follow- 
ing trauma, dislocation of the hip, or arthritis, 
may often be saved by this procedure. Vitalium is 
expensive and cannot be molded; it must be cast 
to the desired shape. 

Vitalium screws and plates may be used to unite 
fractures, without fear of the screws loosening, and 


*A nontarnishing alloy of cobalt, chromium, and tung- 
sten, originally introduced for use in dentistry 


several 
years ago.- Ep 
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they may be left in place. Non-united fractures 
may be treated by a tibial bone graft, which is 
screwed on with vitalium screws. 


Fracture-dislocation of the Shoulder 


Never treat a dislocated shoulder without a 
roentgen-ray examination prior to reduction, as 
the incidence of fracture-dislocations is higher 
than is generally supposed. If the surgeon carries 
out maneuvers, and later finds a fracture, he is 
vulnerable to malpractice action. 

Late lesions of this type may be treated by ex- 
cision of the head of the humerus, followed shortly 
by active exercises, or by prolonged physical ther- 
apy—heat and active exercises. A fairly mobile 
shoulder joint may often be obtained by such per- 
sistent therapy. Vitalium cups are not used, be- 
cause ankylosis does not occur in the shoulder and 
it is not a weight-bearing joint. The head of the 
humerus may be exposed and reshaped. 


Fractures of the Forearm 


A considerable percentage of both-bone fractures 
of the forearm must be treated by open reduction, 
to obtain accurate approximation. Bone plates are 
not needed if jagged fragments can be levered in 
position, but should be used for transverse frac- 
tures. Non-union may be treated by small tibial 
grafts, screwed into place with vitalium screws, 
and immobilization in a plaster cast for from 3 to 
4 months. The graft may be laid on, and need not 
be sunk in grooves. Wherever plaster is applied, 
catgut sutures should be used, so that the wound 
need not be inspected and possible contamination 
introduced. 


Fracture of the Femur 


When immobilizing a fractured femur, we feel 
that it is better to apply the cast up to the axillae 
on both sides; but it should not cover the sound 
leg, so that the patient may use it freely, and 
may turn over in bed, thus decreasing nursing 
care and the possibilities of pneumonia. 

Lane plates have not given good results in the 
treatment of fractured femurs, as they frequently 
break and the screws loosen. 

Stiff hip: Motion may be obtained in stiff hips 
while the patient is in bed, by encouraging active 
motion. If an ordinary roller skate is tied trans- 
versely under the heel, the patient may roll the 
skate back and forth on a flat piece of wood, thus 
obtaining abduction and adduction. A bicycle, 
which has been fixed so that it will not fall, may 
be pedaled daily by such patients, and flexion thus 
obtained. 


Local Application of Sulfanilamide 
Compound fractures: All compound fractures 
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are treated at the Minneapolis General Hospital 
with this routine: (1) Thorough washing with 
soap and water; (2) application of an antiseptic 
to the surrounding skin (not in the wound); (3) 
debridement or complete removal of all grossly 
injured tissue; (4) irrigation with physiologic 
saline solution; (5) implantation of 20 Gm. of sul- 
fanilamide; and (6) suture. 

Sulfanilamide is not effective, either in a wound 
or in the test tube, if split proteins (peptones, pep- 
tides, et cetera) are present, so that wounds must 
be carefully cleansed before it is applied. 

Granulating areas: A paste made up of 1: 10,- 
000 potassium permanganate solution and sulfanil- 
amide should be applied to large granulating areas. 
Firm granulations will soon appear under wet dress- 
ings, and skin grafting may then be carried out. 

Sulfanilamide, and all related compounds, are 
bacteriostatic, not bactericidal. It does not kill the 
organism. The patient’s own leukocytes must en- 
gulf the invading bacteria. Such drugs prevent 
rapid multiplication of bacteria, and thus prevent 
toxicosis. Bacteria may be phagocyted after the 
use of sulfanilamide, which ordinarily could not 
be. Sulfanilamide must be given until a concentra- 
tion of from 3 to 5 mg. percent is obtained in 
the blood. Poor results are obtained in some pa- 
tients who acetylate a large percent of the drug, 
and thus render it ineffective. 


TRAUMA TO THE ABDOMEN 
By Willard White, M.D., F.A.C.S. 


Instructor in Surgery 


Distension of the abdomen often follows injury 
to the kidney and should not be confused with an 
intra-abdominal injury. Shock and fever follow- 
ing an injury may be the result of pulmonary 
atelectasis (collapse of a lung) or of pneumonia. 

Do not give repeated enemas to a distended 
patient, as the stretched colon has been ruptured 
by the pressure of enema fluid. 

Infants and young children do not tolerate the 
long-continued use of the nasal suction tube, unless 
it is cleaned every 24 to 36 hours and reinserted 
in the opposite nostril. 

The pulse rate: If bleeding is in progress in the 
abdomen, the pulse rate becomes progressively 
faster. The pulse should be counted every 15 
minutes, and recorded. 

After an appendectomy for a perforated appen- 
dix, if the patient complains of soreness in the 
upper abdomen or has persistent elevation of 
temperature (100 to 101° F.), a subphrenic 
abscess should be suspected. The right diaphragm 
will be found (by fluoroscopy) to be elevated, and 
will not move on respiration. 
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GROWING KNOWLEDGE 


Modern scientists speak with the authority of knowledge, yet their knowl- 
edge ts constantly changing, for science must change as it grows. It is essential 
that the mind shall be free. in order to open itself to growing knowledge. 

Tue Rr. Rev. CuHartes Hampton, in The Liberal Catholic, July, 1941. 


RETIREMENT 


In all human experience, there is no circumstance that discrowns a man 


more than retirement from active life in the world. 
useful arena of life, he is inviting life to retire out of him. 


in Pennsylvania M. J., Mar., 1940. 


When he steps out of the 
E. L. Bortz, M.D.., 





Al oliving or fe icles 


The Business of Medicine and the Art of Living 


The Physician Must Make 
the Diagnosis 


Puysicians, like other human beings, are essen- 
tially lazy. To put it technically, “we take the 
line of least resistance.” 

For the past forty years, there has been a strong 
tendency to forget the patient and to look at his 
roentgenogram, his Wassermann report, or his 
urine. The latter procedure should remind us of 
the physicians of old, who made a complete diag- 
nosis of the patient’s disease by looking at his 
urine, 

The blissful feet-on-the-desk attitude is com- 
fortable but not consistent with the facts. Tuber- 
culosis cannot be diagnosed absolutely with the 
roentgen rays. Myers (Journal of American Med- 
ical Association, May 13, 1939) proves, by path- 
ologic research, that the x-ray examination has an 
80 percent handicap in the detection of the lesions 
of primary tuberculous infection, as compared with 
the 10 percent possibility of error when a potent 
tuberculin preparation is used for skin testing. 

“As long as one can submit the same roentgen- 
ray film to four different roentgenologists, without 
one knowing of the reading of the others, and re- 
ceive three or four entirely different interpretations 

it would seem that differences which have 
been reported are due to errors in interpretation 
rather than to actual differences in the pathologic 
condition.” (Myers). 

The other day a physician was extolling the 
merits of a new preparation used in the treatment 
of peptic ulcer. “It cured a duodenal ulcer in three 
weeks,” he marveled. “I know that he had an 
ulcer because here is the roentgenologist’s report, 
which states that the duodenal cap is deformed.” 

A skeptical colleague remarked, “Don’t fire until 
you see the niche of the ulcer. A non-filling duo- 
denal cap may be due to old adhesions of a long- 
healed ulcer or to pyloric spasm of cholecystitis or 
appendicitis.” 

Jergers (“Doctors, Here’s Your Hat’’) tells of 
a number of such incidents. “I operated upon a 
subphrenic abscess, demonstrated by an x-ray ex- 
pert, and found nothing. I have seen normal gall- 
bladders explored because the interpretation of the 
pictures was misunderstood. I have watched 
genito-urinary specialists operate for a_ kidney 
stone, to find that the shadow on the film was a 


gallstone. I have been in consultation with heart 
specialists whose findings indicated coronary oc- 
clusions, when in reality the gallbladder was the 
seat of the disease.” 

There is an unfortunate tendency, in the large 
clinics, to relegate the history taking and general 
physical examination to the youngest and least ex- 
perienced members of the department. Quite 
often, this means that the patient never receives a 
thorough physical examination, and that the young 
physician learns little of the art of history-taking 
and examination. The consultant examines the 
region or area under consideration, often without 
taking a further history, and then turns to the 
roentgenologic and laboratory findings. 

There is no royal road to a diagnosis. About 
the time that we feel we can make a diagnosis on 
a short history, quick physical examination, and 
laboratory examinations, diagnostic mistakes begin 
to appear. R. L. G. 
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Metric Prescribing 


Ir may be old-fashioned to be able to write a pre- 
scription in acceptable Latin and figure out the 
quantities of each drug required, but we are among 
the “staid classicists’ who believe that a Doctor of 
Medicine ought to be something more than a 
fellow who can cure a bellyache (or what have 
you) with the least possible expenditure of time 
and effort—in a word, that he should be a cul- 
tured man; and that the rudimentary knowledge 
of Latin and mathematics required to write such 
a prescription is a salutary addition to one’s cul- 
ture, and its use a profitable exercise (not for the 
patient or the pharmacist, but for the Doctor him- 
self), even if it isn’t “necessary.” 

If a man were to say, “If I’'da knowed I coulda 
rode I woulda went,” his meaning would be in- 
telligible, but few of us would consider him an 
ideal companion. 

But if there were no differences of opinion, horse 
racing would cease, and Dr. Gorrell is as much 
entitled to his ideas as we are to ours. Very likely, 
more of our will him than 
with us. 


readers agree with 
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For the benefit of those who think of doses in 
the apothecaries’ measure, and who wish to short- 
circuit Latinity and figuring, a specific application 
of the metric system may prove even simpler than 
Dr. Gorrell’s plan. 

Since a dram or teaspoonful contains approxi- 
mately 4 grams or cubic centimeters, it is obvious 
that 2 ounces (about 60 cc.) of a liquid medicine 
would make 15 or 16 teaspoonful doses. And since 
a gram contains approximately 15 grains, it is 
equally obvious that, for every gram of a drug in a 
2-ounce (60 cc.) mixture, there would be one 
grain in each teaspoonful. 

If, therefore, a physician will accustom himself 
to prescribing two ounces of liquid medicines, and 
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will include in them as many grams of the various 
drugs as he wants grains to the teaspoonful dose, 
it will work out right. And, since most doctors 
are able to multiply by two, “in their heads,” i 
should not be unduly difficult to prescribe a 4- 
ounce mixture, when this seems desirable. 

In prescribing powders, write for as many grams 
as one wants grains to the dose, and direct the 
pharmacist to divide the mixture into 15 powders 
(m. et ft. chart. No. 15). 

On this basis, many physicians should find it 
simple to write prescriptions in the metric sys- 
tem, while thinking in apothecaries’ doses. 

Gc. & 4. 
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Simplified Prescription Writing 


\ per dram 


er. Vi 
gr. ij 


macist. The latter has had training; why not let 
could dash off prescriptions of all types, was usu- 
Sodium bromide gr. xv 
daily (asthma, bronchitis 
any desired drug. The professional collaborator 
total dose required, and so on. If other drugs are 
for chronic bronchitis and asthma: 
Tinct. belladonna min. iij 
Fldext. glycirrhizae 4a q.s. ad 3 viij 
If the physician does not know whether two or 
vice, or his prescription may indicate that the 
“rheumatic” pains, an efficient one is composed 
Phenacetin ij 
gr. iij 
Sig.: One powder every three or four hours, 
tions of phenacetin and acetylsalicylic acid are the 


Tue physician who writes a prescription out in 
minute detail makes an office boy out of the phar- 
him use it and let the physician better occupy 
himself in study? The old-time physician, who 
ally treating symptoms. 
R Sodium iodide gr. viiss 
per dram 
Suitable vehicle — q.s. 3 viij ) 
Sig.: One teaspoonful three or four times 
Such a prescription is easy to write because it 
merely calls for remembering the effective dose of 
behind the prescription desk selects the best ve- 
hicle, checks on incompatabilities, computes the 
desired, they may be readily added, as in this 
simplification of the old Mayo Clinic prescription 
R Sodium iodide gr. i 
Potassium iodide gr. i 
Tincture hyoscyamus min. iij 
Fluidextract grindeliae 
Sig.: One teaspoonful every hour or two, as 
needed for cough or wheezing. 
three medicines can be given mixed together or 
not, it is easy to phone to the pharmacist for ad- 
drugs may be given separately, if necessary. 
If an analgesic is required for neuralgic or 
thus: 
R Powdered brewer's yeast 
Acetylsalicylic acid 
Make 15 such powders. 
for pain. 
No memory work is needed here. The propor- 
same as those found in the familiar phenacetin- 
aspirin tablet. The amount of brewer's yeast pow- 


der is that contained in one ordinary tablet (6 
grains); twice this amount may be given in each 
dose if desired. If the patient is nervous or appre- 
hensive, % or ™% grain of phenobarbital may be 
added. Such a prescription is economical; it fur- 
nishes vitamin B, which cures many peripheral 
pains; and the patient must take it, because the 
pain reminds him. 

R Ferri et ammonii citratis gr. xv to the dram 

Suitable vehicle to disguise q.s. ad 3 viij 

Sig.: One teaspoonful taken three times daily, 

with meals (for secondary anemia in adults). 
Ferri et ammonii citratis, 1% solution Jiv 

Sig.: Five drops in each bottle of milk formula 
(for the nutritional or iron deficiency anemia of 
infants). 

Such prescriptions, with their hodgepodge of 
English and Latin, their shortcuts, and lack of 
general style, will give classicists and staid teachers 
of therapeutics the fantods, no doubt, but we are 
writing a prescription merely as a memorandum, 
not as an impressive but meaningless document. 
Such prescriptions are rendered safer by the fact 
that it is the dosage on which attention is focused, 
rather than on the total quantity. If the dose 
given is unduly high, it can be readily detected. 

By using the pharmacist as a coworker, the phy- 
sician can obtain effective doses of the drugs he 
desires in convenient, economical form for his pa- 
tient. Such picayune doses as are found in many 
proprietary medicines force the patient to take 
large quantities of expensive medicine before re- 
sults are obtained. 

R. L. Gorreti, M.D. 

Clarion, Ia. 
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Medical Court Testimony* 


No better guide is available for the almost 
religious observance of both nonexpert and expert 
medical witnesses than the following decalogue: 

1.—Examine your case thoroughly and repeat- 
edly, so that you know what you are talking about. 
Know your facts well. They must be incontro- 
vertible. 

2.—Testify slowly, clearly, simply, and in langu- 


*Ouoted in Digest of Treat., Mar., 1941. 
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age that the layman can understand. Forget your 
Latin medical terms. 

3.—Stick to the unvarnished truth. 

4.—Do not become partisan or assume a_pro- 
prietary interest in the legal proceedings, for if 
you do, it will diminish your value in the eyes of 
the court and the jury. ; 

5.—Maintain your dignity and do not advise 
or consult with an attorney in the courtroom, but 
sit far away from him. 

6.—You are not required to answer “yes” or 
“no to an involved question, if such answer 
places you in the position of the man who was 
asked, “Have you stopped beating your wife?” 
Your “yes” would be a lie and your “no” a pre- 
varication. 

7.—If a long, involved, hypothetical question is 
to be propounded to you, request that it be given 
to you in writing before you are put on the stand, 
so that you may thoroughly study it and not em- 
barrass your attorney by your answer. 

8.—Refuse to answer any question which puts 
du into some other field of medicine than your 
wn. You may always say, “ I cannot qualify.” 

9.—Do not allow an attorney of the blustering, 
sull-dozing type to anger you or “get your goat.” 
rhe purpose of this line of questioning is to throw 
you off guard. 

10.—Remember that at times the most valuable 
words in the English language are, I do not 
know.” 


W. E. Grove, M.D. 
Milwaukee, Wis. 
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A 
Freedom is Made of Simple Stuff 


From the archives of broken peace we are bring- 
ing out old words and dusting them off for use 
again as shining lanterns to lead us through the 
darkness of another war — words like freedom, 
justice, and truth —all of them hard to define; 
none of them used more frequently than freedom. 

You cannot say what freedom is, perhaps, in a 
single sentence. It is not necessary to define it. 
It is enough to point to it. 

Freedom is a man lifting a gate latch at dusk 
and sitting for a while on the porch, smoking his 
pipe, before he goes to bed. 

It is the violence of an argument outside an 
election poll; it is the righteous anger of the pul- 
pits. 

It is the warm laughter of a girl on a park 
bench. 

It is the rush of a train over the continent and 
the unafraid faces of people looking out of the 
windows. 


It is all the howdys in the world, and all the 
hellos. 

It is Westbrook Pegler telling Roosevelt how to 
raise his children; it is Roosevelt letting them 
raise themselves. 

It is Lindbergh’s appeasing voice raised above 
a thousand hisses. 

It is Dorothy Thompson asking for war; it is 
Gen. Hugh S. Johnson asking her to keep quiet. 

It is you trying to remember the words to The 
Star-Spangled Banner. 

It is the sea breaking on wide sands somewhere, 


— the shoulders of a mountain supporting the 
sky. 
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It is the air you fill your lungs with and the dirt 
that is your garden. 

It is a man cursing all cops. 

It is the absence of apprehension at the sound 
of approaching footsteps outside your closed door. 

It is your hot resentment of intrigue, the tilt of 
your chin, and the tightening of your lips some- 
times. 

It is all the things you do and want to keep 
on doing. 

It is all the things you feel and cannot help 
feeling. 

Freedom—it is you.—Edit. (by 
in Louisville Courier-Journal. 


A 
War in Europe 


Hazel Parker 


War is the chronic or “normal” condition of 
Europe, the various nations of which have been 
fighting someone, somewhere, during 323 of the 
past 500 years. 


Ess AT WAR C_IAT PEACE 
SPAIN 


ENGLAND 
FRANCE 
rete! 
RUSSIA 
€Z5, 
AUSTRIA 
¢ 


ITALY. 
(362% 
PRUSSIA ano GERMANY 


This bellicose proclivity varies, however, in the 
various nations, and the accompanying chart in- 
dicates how much of the time, during the past 
five centuries, each of the individual nations has 
been at war. This comparison is of peculiar in- 
terest just now. 


A 
The Doctor’s Car 


Our of every 100 doctors who use their private 
automobiles for necessity transportation, it 
found that: 

Sixteen average more than 1,500 trips annually. 

Fifteen make from 1,000 to 1,500 trips per year. 

Ten reported from 800 to 1,000 round trips by 
car per year. 

Twenty-eight range from 400 to 800 trips an- 
nually. 

Twenty-two average from 200 to 400. 

Only nine average fewer than 200 round trips 
a year for necessity driving. 

For all car-owning physicians, the average num- 
ber of round trips annually per car was found to be 
947, of which 842 trips, or nearly go percent of 
the total, were credited to necessity purposes. 
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Naturally, the length of the trips varies from 
a few blocks to many miles, depending on the doc- 
tor’s location and the range of his practice. 

Of all groups of car users, the doctors’ cars rank 
next to the top, their average distance travelled in 
a year being 12,932 miles per car. And according 
to surveys, necessity driving accounted for 8,640 
miles of the total—Automobile Facts, June, 1941. 


s 


The Problem of the Advance 


Payment 


r 

Tsar $100 note of yours is in my deposit box in 
the Ripa Bank. It'll fall due before I get back, 
and you can pay the cashier,’ Doctor Medico told 
the patient, and left for a few days’ fishing at 
Camp Legree and a few weeks of study in the New 
York clinics. 

“Of course, he won’t pay it, and’ll want to give 
a renewal as soon as I get back,” the doctor 
assured himself; but two weeks before the due 
date the patient paid the cashier the face of the 
note plus the interest to the day of payment. 

“I can’t give you the note, for the doctor has 
the key of the box,” the cashier pointed out. 

“The doctor'll give it to me as soon as he gets 
back,” the patient agreed; the cashier credited 
the payment to the doctor on the bank books; and 
the day before the doctor returned the bank closed 
its doors. 

“Too bad you lost that money, but I paid the 
cashier as you said, and of course that lets me 
out,” the patient suggested. 

“My contention is that all the cashier had 
authority to do was to take the full amount of 
principal and interest on the due date,” the doc- 
tor suggested, “but if you'll pay me half of the 
principal I'll lose the other half.” 

“No! Sue me, and collect 100 
nothing,” the patient retorted. 

The Doctor accepted the challenge, and col- 
lected the principal and interest in full, on the 
authority of the Wisconsin case of Oren vs. Sein, 
212 N.W. 929, where the Supreme Court of that 
state ruled in favor of the payee of a note under 
the same set of circumstances. 


percent or 


M. L. H. 
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Time Per Patient 


How long should a physician take to see a single 
patient? and how many patients can one see in 
an hour? 


In Sheffield, England, it was decided that the 
long waits in the out-patient department must be 
avoided. The authorities now allow for six pa- 
tients to be seen each hour. We are glad to note 
that ten minutes per patient is the time allotted.— 
Med. World (Lond.), Jan. 31, 1941, 


This is an interesting example of the procedure 
under State Medicine. How would our readers 
like to be limited in this way? Write to your 
representatives in Washington and tell them what 
you think about it. Ask your patients to write, 
also.—Ep. ) 


A 


Look for THE LEISURE HOUR among the 
advertising pages at the back. 
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Travel in the Orient 
Harper 


THE DOCTOR TAKES A HOLIDAY. An Autobio- 
graphical Fragment. By Mary McKipsrn-Harper, 
M.D. Cedar Rapids, Iowa: The Torch Press. i941 
Price, $2.50. 

Fes a number of years, the author has been a wide and 
discriminating traveler, and has reported some of her 

journeyings in previous volumes, This one covers travel 

in the Orient, made recently. 

This is not a formal historical document nor a romance 
dressed up in fancy language, but somewhat elaborated 
extracts from the diary of a keen, observant, and well- 
posted physician, who was especially interested in the medi- 
cal and sociologic features of the countries she visited, 
and tells of the things she saw and what she thought about 
them in simple and direct words. A number of pen 
sketches and photographs brighten and enrich the text. 

All who are interested in travel (especially in the East), 
in autobiography, in folklore and native customs, should 
find this well-made book highly interesting, as well as in 
structive. 
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CULTURAL HOBBIES 


It is wise to have many interests 


poetry, music, philosophy, and religion- 
because these are soul interests and do not fade away. 


The less a man has 


within himself of culture and refinement, the more he is compelled to seek 


outside of himself for entertainment and amusement. 


Tue Rr. Rev. CHARLES 


Hampton, in The Liberal Catholic, May, 1941. 


FOOD FOR REVOLUTION 


If too many children make life seem an unrewarding burden, with no beauty, 
no hopes, no dreams, no future, then those who feel that way see no great reason 
for loyalty or service to the nation which seems to have left them thus. They 
are promising material for propagandists. They are the food upon which revolu- 


tion feeds —Dr. ALAN VALENTINE. 


RELIGION 


Religion is a reliable gage of intelligence, both.in kind and in degree; its 


neglect or rejection about equally stupid and calamitous 


W. NEFF. 


LAWRENCE 
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Surgery for High Blood Pressure 


JFURING the past six or seven years, quite a 
vogue has arisen of performing various opera- 
tions upon the sympathetic nervous system and 
adrenal glands for the cure of arterial hypertension. 

Many of these surgical procedures have been 
based upon questionable physiologic principles and 
uncertain neuro-anatomic relations. George Crile 
performed unilateral adrenalectomy for hyperten- 
sion in April, 1914, with only transitory benefit. 
Since that time, other surgeons have removed as 
much as four-fifths of both suprarenal glands 
(DeCourcy); denervated the adrenals (Crile) ; 
and carried out various surgical procedures on the 
sympathetic nervous system (Adson). 

Crile’s relatively recent monograph’ on “The 
Surgical Treatment of Hypertension,” summarizes 
much of the clinical and experimental study that 
has been carried out on hypertensive patients. He 
concludes that adrenalectomy should not be per- 
formed, because its effects on the elevated blood 
pressure are usually not permanent, and there is 
danger of the development of Addison’s disease 
later. 

After bilateral celiac ganglionectomy and ad- 
renal denervation, the diastolic blood pressure was 
reduced to normal in 40 percent of patients, and 
the systolic pressure in 17 percent, twelve months 
postoperatively. Partial or complete relief from 
vertigo, headache, heart consciousness, and a 
feeling of strain may be expected in 87 percent, 
at the end of the first year. 

The immediate operative mortality was 2.9 per- 
cent, in the hands of this master surgeon. As the 
operation must be carried out without the aid of 
sight and entirely with the fingers, it is doubtful 
if many surgeons can become sufficiently proficient 
to wish to invade a highly dangerous operative 
field, containing the kidneys, adrenals and their 
vessels, celiac vessels, and sympathetic nervous 
chain. 

After reading the reports which have been 
emanating from the Mayo Clinic and other centers, 
two facts stand out predominantly: (1)Most of 
the patients obtain symptomatic relief, although, in 
a fairly large proportion, there is no significant or 
persistent decrease in the blood pressure; and (2) 
there has been little sound research in the causes 
of hypertension. 

1.—Crile,George: “Surgical Treatment of Hypertension.” 
Philadelphia: W. B. Saunders & Co. 1938. 


I have seen several patients, with persistently 
high tension, obtain symptomatic relief while taking 
vitamin capsules or ferrous sulphate tablets, after 
being informed that such medication would aid 
them. Symptomatic relief may also be obtained by 
readjustment of living conditions and avoidance 
of mental tension, with proper doses of mild seda- 
tives, liver extract, and theobromine or theophyl- 
line preparations. 

It must not be overlooked that the lay person 
has tremendous faith in surgery and feels that 
he has been “cured” by any of several differing 
operations. He rests in bed for some time and re- 
laxes, while others do the worrying and work, 
before and after dismissal from the hospital, and 
feels that “something” has actually been done for 
his hypertension. 

Rogoff and Marcus’ have very carefully investi- 
gated the rdle of the adrenals in hypertension, 
and state that, with the exception of adrenal 
medullary neoplasms, the effect of epinephrine is 
not such as to result in chronic hypertension. Sur- 
gical intervention on the adrenals or their nerves, 
or subjecting the adrenal region to roentgen ir- 
radiation, may lead to degeneration and atrophy 
of the indispensable adrenal cortex. They intro- 
duced massive doses of epinephrine into the 
blood stream of experimental animals, and found 
that it disappeared rapidly. 

In this connection, a phrase from a J.A.M.A., ed- 
itorial’ is well worth keeping in mind when any 
type of surgical procedure is contemplated: “The 
therapeutic hazard in any disorder should not ex- 
ceed the hazard of the disease itself.” 

Any physician who keeps accurate records of 
his patients’ condition will learn much by studying 
them, over a number of years. If he has not 
thought of the problem hitherto, he will be aston- 
ished to find that certain patients, suffering from 
“malignant hypertension,” will be well over periods 
of from two to six years, with little or no medical 
care, and that certain patients tolerate hyperten- 
sion for years, without any symptoms or signs of 
cardiovascular insufficiency. A typical example is 
a truck driver, who daily shovels large amounts of 
gravel and pushes a heavy wheelbarrow. Three 


Rogoff, J. M., and Marcus, E.: 
the Adrenals in Hypertension, J,.A.M.A 
s), 1938 
3.—In Defense of the 
106:2904 (Jan. 25), 1936 


Supposed Role of 
, t1o:2127 (June 
Adrenals. 


Editorial, J.AM.A 
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years ago, during a routine examination, it was 
found that he had a blood pressure of 240/110. 
He would do nothing about it and continued to 
do labor. He feels well today and continues his 
work, although his pressure has not changed. 

One wonders if much of the headache and dizzi- 
ness, that are ascribed to hypertension, may not be 
coincidental and due to colonic malfunction, mari- 
tal disagreement, sinusitis, eye strain, arterio- 
sclerosis, and other causes. Because certain symp- 
toms and hypertension may be found in the same 
individual, is no valid reason for considering the 
latter wholly responsible for the others. 

An astute clinician of the older school once 
wrote that he wished the sphygmomanometer had 
never been invented, because of the anxiety neu- 
roses that are created by its use. If he could have 
foreseen some of the mutilating operations which 
have directly resulted from the employment of 
the apparatus, his wish would have been intensi- 
fied. And if he could have read that neurosurgeons 
are advocating early operation for hypertension, 
he would have exploded. 

To operate upon many individuals who show 
a relatively slight elevation of blood pressure is 
to disguise the entire proceeding as a “sure cure,” 
for to undertake surgery upon many patients 
who might never have developed malignant hyper- 
tension will markedly increase the number of 
“successful”? cases. A similar mental defect is ex- 
emplified by the figures released for results and 
mortality in appendectomies. The greater the 
number of mild and chronic appendicitis cases 
operated upon, the less the mortality rate. 

It would be interesting to know how many 
physicians would submit to adrenal and sympa- 
thetic-nerve surgery for hypertension, in their own 
persons. 


R. L. Gorreti, M.D. 
Clarion, Iowa. 


A 


Importance of the Tuberculin Test 


Tue tuberculin reactor whose complete examina- 
tion is negative today may have tuberculous menin- 
gitis, miliary disease, tuberculous pneumonia, peri- 


tonitis, pleurisy with 


tomorrow. 

Chronic clinical tuberculosis is essentially a dis- 
ease of adults—it begins to get into its stride only 
in the college and university age period. There- 
fore, we find only a small percentage of tuber- 
culin reactors with chronic, clinical tuberculous 
lesions during their few student years, yet it is of 
great importance that their disease be detected 
before it becomes contagious. 

The X-ray film examination is totally inade- 
quate in determining the true tuberculosis situation 
in any student body. Such an examination is 
limited to a small part of the body; indeed, it 
does not include more than 75 percent of the lungs 
themselves. Moreover, it reveals evidence only of 
gross lesions, and does not differentiate these with 
reference to etiology, tuberculous or nontubercu- 
lous. We divide pathology into gross and micro- 
scopic, for teaching and practical purposes. The 
X-rays reveal only the gross. 

It would be futile to try to control tuberculosis 
without the tuberculin test as to try to control 
syphilis without the Wassermann or an equally 
good test.—J. ArtHur Myers, M.D., in Amer. 
Rev. of Tuber., Feb., 1940. 


effusion, or synovitis, 
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Circular Saw “Kick-Back” 


Contrary to general opinion, the most dangerous 
aspect in the operation of a circular saw is not the 
cutting edge, but the possibility of a “kick-back.” 
This occurs when a piece of lumber is caught in 
the teeth of the saw and hurled against the oper- 
ator with terrific force. More deaths and injuries 
are caused by this danger than by actual contact 
with the cutting edge. 


w- 


Photo by H. E. Zimmerman 


The accompanying picture shows how an oper- 
ator, who was trimming a spruce board, was struck 
by a g-foot, inch-square piece of waste lumber that 
penetrated the thigh just below the hip-joint. So 
great was the force with which the piece of wood 
struck that several feet of it passed through two 
pairs of trousers and punctured the muscles of the 
thigh. In order to get the operator through the 
door and into the hospital, it was necessary to 
cut off several feet of the missile, at both ends. 


A 


The Treatment of Laryngobronchitis 


A crovury cough and moderate fever may be the 
only early signs of laryngotracheobronchitis, a 
highly fatal disease to children. Within 24 hours, 
hoarseness, rapid and labored breathing, metallic 
cough, and higher fever (102° to 105° F.) appear. 
An inspiratory stridor is heard, and often wheezing 
on expiration. A slight degree of cyanosis appears 
and the child assumes a tired, toxic, “gray”? appear- 
ance. Unless the condition is relieved at this stage, 
the cough reflex becomes benumbed, the fever 
mounts, and death ensues from failing circulation. 


Treatment: Either sulfanilamide or sulfapyridine 
is given, in the usual standard dose according to 
the child’s weight. The child should be kept in a 
room with highly moist air. If possible a blood 
transfusion should be given and oxygen supplied. 
Most patients can be saved without tracheotomy or 
bronchoscopic aspiration, if treatment is given be- 
fore persistent obstructive symptoms appear.—R. R. 
MacGrecor, M.D., in E. E. N. & T. M., July, 
1941. 
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Diagnosing Pneumonia 


Symptoms and Signs of Vitamin Deficiency 


Symptoms 
Night blindness. 


B; Anorexia ; fatigue; peripheral neuritis; 


Cardiac failure ; edema. 


Riboflavin ? 


Nicotinic 
acid 


Signs 
Dry, scaly skin; follicular hyperkeratosis ; 
Bitot’s spots. 


Muscle tenderness; hyperreflexia or 
areflexia; tachycardia. 





Pellagra—painful mouth and tongue; 
diarrhea ; dermatitis; psychosis; stupor. 


Cheilosis (lip inflammation) ; Seborrheic 
dermatitis ; kermatitis; glossitis. 


Inflamed, denuded tongue; dermatitis, 
symmetrical, scrotal, vulval, peri anal. 





Be Weakness; insomnia; nervousness. 


Ascorbic 
acid (C) 


Bleeding; pain. 


Rickets; weakness. 


Habitual abortion. 


Bleeding. 


Treatment of Tear Gas Burns 


Many banks and other institutions are now 
equipped with a tear gas protective system, and 
recently I had occasion to treat an innocent vic- 
tim of the accidental release of one of these sys- 
tems. I was rather dismayed to realize suddenly 
that I knew nothing about tear gas or its treat- 
ment; but quick action was needed, so I irrigated 
the patient’s eyes with sodium bicarbonate solu- 
tion, strength unknown, which I made up on the 
spot, and worked a large amount of Butyn oint- 
ment under the lids. The ointment was repeated 
every two hours. In a few days the pain and in- 
flammation subsided, but I decided to learn all 
I could about tear gas. 

I consulted Fuch’s “Text book of Ophthalmol- 
ogy,” Ball’s “Modern Opthalmology,” and May’s 
“Diseases of the Eyes,” latest edition, but the sub- 
ject was not even mentioned. I consulted the po- 
lice, fire, and health departments, but none of 
them knew anything about it. So I wrote to Dr. 
Oscar B. Nugent, of the Chicago Eye Ear Nose 
and Throat Hospital, who wrote: “I believe that 
the best treatment for tear gas burns of the con- 
junctiva and cornea is castor oil, dropped in the 
eyes at regular intervals. For burns of the skin, 
a 4 percent tannic acid solution is best. We are 
still in doubt as to what tear gas is made of.” 

Then I wrote to Federal Laboratories, Inc., 
manufacturers of tear gas, Pittsburgh, Pa., and 
they replied as follows: “Dear Dr. Wier: In reply 
to your letter of May 28, I am inclosing copy of 
a data sheet containing information on the treat- 
ment of persons who have been subjected to tear 
gas or sickening gas.’ Signed, G. Oberdick, As- 
sistant Sales Manager. 

Here is the information given on this sheet: 


First Aid Treatment of “CN” and “DM” Gas 


In case of burns or excessive exposure to tear 
gas or sickening gas, the following treatments are 
advised: 

Treatment for Chloracetophenone (CN): 

1.—For the most immediate relief from ex- 
posure to tear gas, one should remove to fresh air 
and stand facing the wind, keeping the eyes open. 


Cessation of bone growth; disturbed Ca-P 
metabolism ; osteoporosis. 


Muscular dystrophy. 
Petechiae ; spontaneous hemorrhage. 


—Ann. Int. Med., July, 1940. 

Do not rub the eyes after lacrimation, as it in- 
creases the irritation. 

2.—For the Eyes: Dissolve 0.4 gram of sodium 
sulphite in 25 cc. of water and add 75 cc. of gly- 
cerin. Apply this solution to the eyelids and under 
the lids, at intervals for four hours. 

3.—For Burns on the Skin: Promptly wash the 
affected parts with a solution made up as follows: 
Dissolve 4 grams of sodium sulphite in 50 cc. of 
water and add 50 cc. of grain alcohol. If sodium 
sulphite is not available, use alcohol or glycerin. 

Treatment for Diphenylaminechlorarsine 
(DM): 

1.—Remove the person to fresh air and remove 
the clothing as soon as possible. Have the person 
inhale, periodically, small quantities of chlorine 
from a can of bleaching powder. The following 
are also recommended: Inhale the fumes of alco- 
hol, or of ether containing a small amount of 
ammonia. 

2.—For the Eyes: Use a 2 percent solution of 
sodium bicarbonate, preferably in eye cup. 

3.—For the Skin: To wash DM from skin, use 
a solution of bleaching powder, one tablespoonful 
to a glass of water. Instead of bleaching powder, 
one can use the commercial chlorine products, 
such as “Hychlorite,” “Zonite,” or “Chlorox,” one 
teaspoonful to a glass of water. After this treat- 
ment, wash thoroughly with water. 

F. A. Wier, M.D. 
Racine, Wis. 


A 


Mistakes in Diagnosing Pneumonia 


Tue clinical picture of pneumonia may be suff- 
ciently characteristic to permit an unqualified diag- 
nosis. The typical history of sudden onset, chill, 
fever, cough, pleural pain, and blood-tinged or 
rusty sputum, is diagnostic. 

The condition most closely simulating this pic- 
ture is pulmonary infarction, which may be differ- 
entiated by the presence of a source of emboli 
(operation, phlebitis, auricular fibrillation) ; a less 
marked chill and more gradual onset of fever; and 
more red cells and few bacteria in the sputum. 
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Pneumococci may be found in the sputum with- 
out pneumonia, as they are present in the mouths of 
50 percent of healthy individuals. The presence of 
large numbers of pneumococci of the higher types, 
or of Type I or II pneumococci, is definitely sug- 
gestive, but by no means pathognomonic. 

Axioms: RAles in the lungs and a fever are not 
sufficient evidence to make a diagnosis of pneu- 
monia. 

X-Ray Studies: Infarction, atelectasis, exudative 
tuberculosis, or tuberculous pneumonia may simu- 
late pneumococcus pneumonia, if the film is con- 
sidered alone. 

Postoperative atelectasis or infarction are often 
mistakenly diagnosed as pneumonia. 

Congestive failure of the heart may be associated 
with continued fever, an increased respiratory rate, 
leukocytosis, and pulmonary signs, usually bilateral, 
and pneumococci may be found.—C. P. FA.wer, 
M. D., in Penn. Med. J., Feb., 1941. 


A 


Diagnosis of Gout* 


Gour is fairly common in the United States, but 
often is unrecognized. It should be suspected in 
any case of acute pain in a joint. The first attacks 
involve only one joint and are associated with 
fever; later attacks involve several joints and are 
associated with fever of 102°F. or higher. In 60 
percent of the cases, the great toe is affected; the 
ankle, instep, knee, and any other joint may also 
be affected. 

Suspect gout when acute arthritis (1) suddenly 
develops after relatively slight trauma, such as 
excessive walking; (2) after dietary excesses; (3) 
after a surgical procedure; (4) recurs especially in 
the spring or fall (though it may occur at any 
time) ; (5) begins between 2 and 7 A.M. (though 
it may occur at any hour); (6) occurs while a 
patient is being given liver extract for anemia, 
Salyrgan (mersalyl) for edema, ergotamine or 
gynergen for migraine, thiamin, decholin, or in- 
sulin, as these are provocative of gout; (7) appears 
in patients with leukemia or polycythemia; (8) 
produces disability within a few hours; (9) when 
the affected joint is warm and bluish-red, rather 
than cold and bluish-white, as in atrophic arthri- 
tis, and desquamation later appears; (10) when a 
patient cuts a shoe; (11) when any patient has 
had several arthritic attacks with complete re- 
mission; (12) when a patient gives a history of 
olecranon bursitis, as this is much more common 
in the gouty; (13) when arthritis is associated with 
renal colic, nephritis, or renal stones which cast 
no shadow on the plain x-ray film; or (14) when 
ulcers or fistulas are present around the joint. 
Women are rarely affected; the shoulders, hips and 
spine are rarely gouty 

Therapeutic test: Colchicine tablets, each 1/120 
or 1/100 gr. (0.53 or 0.65.), are given every 2 or 3 
hours until pain is relieved or until nausea or 
diarrhea appears. Two tablets are given initially 
in the treatment of an attack. Having once learned 
the toxic or “diarrhea” dose, a patient may be able 
to obtain a satisfactory result by taking one or 
two tablets less than this dose 


P.S. Hencn, M.D. 
Rochester, Minn 


*!1A.M.A Feb &. 
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Clinical Medicine 


The Choice of Anesthetic Agents* 


E acu anesthetic agent has advantages and dis- 
advantages. 


Drug Advantages 


| Disadvantages 


| Inadequate for 
major surgery. 


ox- | Nonexplosive ; 
Nonirritating. 


Nitrous 
ide and 


oxygen 


' Inflammable ; 
gives inade- 

| quate relaxa- 

| tion. 


Nonirritating ; 
more potent 
than nitrous 
oxide. 


Ethylene 


| Explosive ; may 
|result in grave | 
|cardiac irregu- 
| larities. 


Cyclopro- 
pane 


Very potent; 
nonirritating ; 
minimal effect 
on metabolic 
processes of the 
body. 


Safest of vola-| Irritating; may | 
tile anesthetics; | produce 
produces good | changes in 
relaxation. blood and tis- 

| sues; may be 

inflammable 

and explosive. 


Ether 


Ethyl chlor- | Very potent. 
ide or Div- 
inyl ether 


| Very toxic; 
cannot be given 
by untrained 
individuals. 
Rapid induc- Poor relaxa- 
tion; short re- | tion; depresses 
covery period; | respiration. 
nausea and vom- | 

iting are rare. 


Pentothal 
sodium or 
Evipal 


sodium 


Regional or local anesthesia could be employed 
with advantage more often than they are, but oc- 
casionally must be supplemented by some other 
method, especially for nervous patients. 

J. S. Lunpy, M.D. 

Rochester, Minn. 


ce 


Bee Venom in Arthritis 


_ 

Furry (50) cases of chronic arthritis, due to vari- 
ous Causes, were treated with bee venom and com- 
pared with 22 alternate cases in which large doses 
of salicylates were used. All patients received at- 
tention as to their diet, vitamin intake, and physi- 
cal and mental rest. 

The bee venom was injected intradermally, in 
gradually increasing doses, and produced no un- 
toward reactions except one case of mild but 
typical anaphylaxis following the first dose, but 
not after subsequent doses. There seem to be no 
contraindications to this treatment. 

Of the 50 who received bee venom, 30 were 
definitely benefited by the first course of 10 in- 
jections; 10 required two courses to obtain the 
desired relief; and 10 needed 3 or 4 courses. The 
results were far better than those seen in the 
patients who were given salicylates. 

Tueopore S. Goipserc, M.D. 

Kansas City, Mo. 


*Surg. Clin. N. Am., Aug., 1940. 
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Medicine vs. Surgery in 
Hypertension 


Ix Illinois Medical Journal for February, 1941 
(page 100), Dr. S. K. Robinson discusses the 
treatment of hypertension, especially the surgical 
treatment advocated by Peet, Woods, and Braden 
(J.A.M.A., Nov. 30, 1940). He then quotes sev- 
eral reports on the medical treatment of high 
blood-pressure and finds that the conservative treat- 
ment showed at least as good results. He states: 

“There is reason to believe that the mild 

cases may be made worse by operation... . 

The mild and moderate cases can be helped by 

medical means, the malignant cases cannot be 

by any means. Unless surgery can save the 
malignant cases it has no use as a treat- 
ment .... And this is the dilemma of surgery: 
it does not reach the source of the trouble; 
only medical treatment, intelligently applied, 
can ever hope to reach the source. 
“Splanchnicotomy and similar operations, it 
is agreed by authorities (Heymans et al: Gules- 
felder Lecture, Chicago 1937), cannot reduce 

hypertension by reducing the vasospasm. A. C. 

Ivy (Chicago Medical Society, Nov. 1938) 

states that splanchnic section does not attack 

the fundamental etiology of essential hyperten- 
sion and that such an operation is an allopathic 
and not an etiologic procedure.” 

Dr. Robinson’s criticism, that surgery does not 
reach the source of the trouble, but that only 
medical treatment can hope to do so, constitutes 
an arraignment of surgery as it is practiced in 
many Cases, especially where it removes the end- 
results in an existing trouble, without preventing 
recurrence of the same trouble in another portion 
of the body. This does not mean that surgery is 
superfluous; far from it! In many cases it saves 
life and enables the patient to live on in reason- 
able or even great comfort, to continue function- 
ing, and resume his position in life. 

It seems, however, that the subordinate position, 

rather condescendingly admitted to medical treat- 
ment by the high-and-mighty surgeon, needs re- 
vision. It is a more highly scientific job to study 
the patient’s physiologic reactions, to disclose the 
existing trouble, and to overcome it or at least to 
check its inroads, than it is to carve off the trouble 
that may have concentrated in one place, espe- 
cially when it is impossible to counteract the 
cause of the disorder. 
_ It is properly insisted upon, by leading intern- 
ists, that careful study of a clinical (medical) 
problem and arrangement of suitable treatment is 
just as scientific as is the most spectacular surgi- 
cal operation. 


H. J. Acuarp, M.D. 
Glendale, Calif. 


A 
Quick Pain Relief 


Wuen called to see a patient suffering from a 
severely painful, non-surgical condition, such as 
kidney-stone colic, coronary thrombosis, or gall- 
stone colic, do not give morphine subcutaneously. 
Dissolve two % grain (16 mg.) morphine tablets 
in distilled water, taken from a rubber capped 
vial or ampoule carried in your bag, insert the 
needle in a vein, and begin to inject the solution 
very slowly. When the patient says that the pain 
has disappeared, stop the injection. 


Quick Pain Relief 
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The pain is relieved at once. Neither the patient 
nor the physician need wait for half an hour to 
see if an additional hypodermic injection is neces- 
sary. It is safer than giving two injections, as only 
the amount is given that is needed to control pain; 
there is no danger of depression; and the drug 
is broken down more quickly when given into the 
blood stream. 

A patient with severe pain can take large doses 
of morphine safely. Instances are being recorded 
in this war, as they were in the last, of from % to 
4% grain (32 to 48 mg.) being given without 
harm, to soldiers with painful injuries. 

In cases of biliary colic and coronary sclerosis, 
a tablet of nitroglycerin, 1/100 or 1/200 grain 
(0.64 or 0.32 mg.), may be placed on the tongue 
and repeated every 3 minutes for two or three 
doses, and less frequently until relief is obtained 
or the medicine is seen to be ineffective. 

R. L. G. 


A 


Testosterone in Gigantism 


I; HAS been suggested, by several authors, that 
the male sex hormone acts as a brake on the 
growth-producing hormone of the anterior pitu- 
itary. 

A boy of 11 years was referred to us Feb. 25, 
1939, because of mental retardation and gigantism 
(he was then 5 feet 8% inches tall). The men 
in his father’s family were of normal size or 
smaller; his mother was 6 feet 1 inch tall, and the 
men in her family were also tall. 

On March 29, 1939, we began giving him in- 
jections of 5 mg. of testosterone propionate every 
4 days. On July 29, his height was 5 feet, 1014 
inches. On March g, 1940, his height was 6 feet, 
% inch (a gain of 4% inches in a year). Since 
then the testosterone has been given regularly, 
and he grew no taller up to June 21; but on 
February 15, 1941, he measured 6 feet, 114 inches 
(a gain of %4 inch in a year). 

It therefore seems reasonable to conclude that, 
in this case of pituitary gigantism, small doses of 
testosterone propionate have reduced the rate of 
growth during two years.—Drs. F. P. Currier; 
C. H. Frantz; and R. VANpDERMEER, in J.A.M.A., 
Aug. 16, 1941. 


A 


Epidermophytosis 


Partexts with epidermophytosis of the fingers 
or hand often place the attending physician in a 
quandary as to the method of treating the con- 
dition satisfactorily, and at the same time allow- 
ing them to continue with their occupations. 
Ointments and bandages often prevent a person 
from returning to work. 

The following paint is fungicidal, becomes dry 
in a minute or two, and the orange color appears 
to inquisitive individuals as being merely tincture 
of iodine. 

R 

Tr. Metaphen 

Liq. Carbonis Detergens, 4a 3iv 

Tr. Benzoin. Comp., q. s. ad 3ir 

M. et ft. pigmentum. 

Sig.: Apply with brush once a day 


R. S. MacArtuur, M.D., C.M. 
Los Angeles, Calif. 


16.0 cc. 
64.0 cc. 
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Diagnosis of Breast Tumors* 


Single Tumors: Adherent single tumors of the 
breast are scirrhus carcinoma in 95 percent of 
cases; fat necrosis or mastitis in 5 percent. Non- 
adherent single tumors may be (1) deeply-placed 
scirrhous cancer; (2) medullary or gelatinous can- 
cer, which has no fibrous tissue; (3) cystic disease ; 
or (4) fibroadenoma. 

Multiple tumors, in one or both breasts, are 
malignant when adherent and nearly always 
benign when non-adherent. Non-adherent multiple 
tumors usually represent cystic disease, but rarely 
they may be fibroadenomas. The most conspicuous 
mass should be removed for microscopic examina- 
tion. If cystic disease is found, no further opera- 
tion is indicated. 

Ill-defined, non-adherent, single or multiple 
masses usually represent uneven involution of the 
breast. After repeated pregnancies, some lobules do 
not regress as much as the others. 

Acute carcinoma appears as a diffuse induration 
of the breast, with adhesion to the skin. There is 
redness, tenderness, local heat, and a low fever may 
be present. This is an incurable, highly-malignant 
tumor, which is best treated by radiation. 

Mastitis may appear, in either boys or girls near 
puberty, as a tender, indurated area in the breast. 
The mass is small and circular and the nipple is in 
its center. This is a mild self-limited process and 
requires only local protective treatment. 

Chronic fibrous mastitis: Masses of fibrous tissue 
may have a patchy distribution or convert the en- 
tire breast into a firm mass. In the male breast, 
chronic fibrous mastitis is the most frequent cause 
of a mass. 

Discharge from the nipple: (1) With a palpable 
tumor, the tumor should be removed and examined 
as it may be a papilloma or carcinoma; (2) with- 
out a palpable tumor, the discharge may be bloody 
or serous, and when the breast is removed, a small- 
duct papilloma may be found, but more often there 
is merely a cyst communicating with a large duct. 
Malignancy is infrequent in this type of breast. 

E. T. Bett, M.D. 

Minneapolis, Minn. 


The palpation of enlarged nodes in the axilla 
does not prove that they are cancerous, as many 
are inflammatory. 

Before operating upon a cancer of the breast I 
routinely have roentgenograms made of the lungs 
and spine, to detect metastasis. 


Max Avserts, M.D. 


Saint Paul, Minn. 
A 


Psychic Causes of Dysmenorrhea 


Mosr patients suffering from dysmenorrhea have 
a basic psychic cause. A study shows that these 
patients, as children, had often been either unusu- 
ally aggressive and boisterous tomboys, resenting 
their feminine réle, or ailing, complaining children, 
unwilling or unable to give up their childish de- 
pendence on the parents and possessing strong 
needs or cravings for sympathy and protection. _ 

Psychologic attitudes and allied emotional states 
may lead to increased awareness of physiologic 
functions, and to an autonomic-endocrine distur- 
bance affecting uterine function. As adults, dys- 


*Minn. Med., Dec., 1940. 
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menorrhea patients are apt to follow the emotional 
patterns of their childhood, and medical treatment 
should not be begun until the patient has been 
encouraged to tell her whole story in regard to 
the onset of menstruation and of the variation of 
pain with regard to mental and emotional upsets. 
—E. Wittxower, M.D., in Brit. Med. J., Nov. 
2, 1940. 


A 


The Technic of Venipuncture 


Poncrvurine a vein is made easier by applying 
warm, moist turkish towels, with an outer wrap- 
ping of oiled silk or sheet rubber, kept warm by 
hot-water bottles, to the entire arm or leg as high 
as the elbow or knee, for 30 minutes. When such 
heat has been applied and a tourniquet is used, 
the veins stand out prominently. A warm anti- 
septic should be applied over the skin, as a cold 
solution will cause the vein to contract reflexly. 
The injection of a small amount of procaine solu- 
tion into the skin and near the vein wall will 
render venipuncture practically painless.—J. S. 
Lunpy, M.D., in Surg. Clin. N. Am., Aug., 1940. 


A 


Cardiovascular Disease in Advanced 
Years* 


Awonc persons over 70 years of age, the heart 
is often small and its function may be relatively 
good in spite of the prevalence of various degrees 
of coronary sclerosis and cardiac degenerative 
change. Arterial pressure is less elevated by 
arteriosclerosis than might be expected, owing 
to the compensatory effect of dilatation and tortu- 
osity of the aorta. Venous pressure and cardiac 
output tend to be low. 

Circulatory failure is commonly manifested by 
progressive weakness, mental derangement, and 
stupor, rather than by dyspnea and generalized 
edema. In cases of this type, the vascular system 
is apparently no longer able to compensate for a 
reduction in cardiac output by adequate increase 
in blood volume or reduction in size of the vas- 
cular bed. When the cardiac output is reduced 
by myocardial impairment or decreased venous 
inflow, blood tends to accumulate in the atonic 
pulmonary and peripheral capillaries. The con- 
sequent anoxia renders the capillaries more per- 
meable, fluid escapes into the tissues, and the cir- 
culating blood volume is critically reduced. 
Inadequate blood flow through the brain causes 
restlessness or psychoses, which have a compen- 
satory effect by mobilizing blood from the muscles. 
The sequence is terminated by renal insufficiency 
and generalized tissue anoxia. 

Inefficiency in adjustment of blood volume to 
compensate for change in climate causes a high 
mortality in the spring and autumn. (Blood vol- 
ume must increase in warm and decrease in cold 
weather. ) 

The incidence of coronary disease and anginal 
pain in the two sexes becomes more nearly equal 
than in earlier life. Acute myocardial infarction 
is less often accompanied by typical anginal pain; 
often it is masked by the onset of an acute 
psychosis. Occasional cases of long-standing rheu- 
matic and syphilitic heart disease survive to the 
eighth or ninth decades. 

Presented during the meeting of the A. M.A 
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Treatment consists, in general, of the use of 
various circulatory and _ respiratory stimulants. 
Oxygen, when administered with a mask, is es- 
pecially valuable. Sedatives should be avoided 
when possible, since they aggravate the cerebral 
anoxia and thus increase, rather than decrease, the 
patient’s restlessness; circulatory stimulation is a 
more logical procedure. 

Louis B. LaPuace, M.D., F.A.C.P. 

Philadelphia, Pa. 


A 
Cevitamates in Syphilis 


I; HAS been known for some time that vitamin C 
decreases the toxicity of the arsenicals, and now 
this substance — cevitamic or ascorbic acid — has 
been united in molecular compounds with arsenic, 
antimony, and bismuth, and the latter salt (bis- 
muth cevitamate) has been used, alone or in 
alternation with neoarsphenamine, in the treat- 
ment of Wassermann-fast cases of syphilis, with 
good results. 

Out of 14 such cases, of from 1 to 20 years’ 
duration, thus treated, 5 received cevitamate alone, 
2 became serologically negative and in 2 the de- 
gree of positiveness was reduced. All but one of 
the 9g patients receiving combined treatment be- 
came Wassermann-negative. 

Further study along this line is warranted. 
—Drs. S. L. Ruskin and M. SmsersTeEIn, in 
Med. Rec., May 7, 1941. 


A 
Safe Blood Transfusion 


Tue vse of blood of Group O as “universal 
blood” for transfusion is not a safe procedure, as 
such blood may contain enough iso-agglutinins 
anti-A and anti-B to produce severe reactions. 
These components have now been isolated and 
found to be carbohydrate-like substances, which 
can be prepared in a pure state and added to 
citrated blood of Group O, at least 5 minutes 
before its administration, thus wholly or partially 
neutralizing the iso-agglutinins that may be pres- 
ent in it and rendering it safe for use in any 
patient, without previously determining his blood 
group and even, in emergencies, without cross- 
matching. Blood so treated can be kept in blood 
banks and, if used exclusively, should eliminate 
all deaths from transfusion, due to mix-ups of dif- 
ferent blood grouns.—Ernest Witessxy, M_D., 
et al,in J.A.M.A., June 14, 1941. 


os 
Chest Pain and Heart Pain* 


Wren confronted with the complaint of chest 
pain, we should first ask ourselves, is the pain 
visceral, radicular, or functional ? 

Organic chest pains of visceral origin are due 
to (1) angina: (2) coronary artery occlusion; (3) 


acute pericarditis; (4) acute mediastinitis: (5) 
dissecting aneurvsm of the aorta: (6) obstructive 
lesions of the esophagus or bronchi; (7) diaphrag- 
matic hernia into the mediastinum: (8) 

pleural and pulmonary inflammations: (9) 
monary embolism; (10) spontaneous pneumo- 
thorax. atelectasis, or massive collapse of the lungs: 
(11) shoulder and chest pains due to subdiaphrag- 


*South 


acute 
pul- 


Med. & Sura., May, 1941 


Glaucoma in General Practice 


261 


matic lesions; or (12) rare and unusual pulmon- 
ary lesions. 

Radicular pains are due to mechanical impinge- 
ment upon the nerve roots by new growths or 
destructive processes of adjacent structures, or to 
infection of the nerve roots or their contiguous 
structures. They may be caused by (1) osteo- 
arthritis of the spine; (2) tuberculosis and osteo- 
myleitis of the thoracic cage; (3) compression 
fractures of vertebrae; (4) tumors of the spinal 
cord; (5) acute nerve root infections; (6) herpes 
zoster; (7) syphilis (tabes); (8) protruded inter- 
vertebral discs; (9) postural root pains of kyphosis 
or scoliosis; and (10) erosions and destructions of 
the thoracic cage by aneurysms, lymphoblastoma, 
and tumors. 

Differential diagnosis: (1) Root pain occurs in 
band-like zones on the chest, varying from one 
to several inches in width, wider posteriorly and 
tapering off anteriorly; as contrasted to cardiac 
pain, which covers a wide area in the precordium 
and then jumps from one nerve area to another; 
(2) memory for radicular pain is excellent. The 
patient will locate and outline with his fingertips 
the entire band-like zone; as contrasted to the 
vague outlining of cardiac pain; (3) a root pain 
is sharp, shooting, or burning, and numbness which 
gives the impression of a surface pain with very 
little depth; as contrasted to the deep, squeezing, 
tearing pain of cardiac origin; (4) root pain is 
precipitated by movements of the spinal column 
and made worse by coughing, sneezing, yawning, 
or defecating, which temporarily increases the 
intraspinal pressure; and cardiac pain is set off 
by exertion, excitement, and over-eating, although 
it may occur while the patient is sleeping. 

T. W. Baker, M.D. 

Charlotte, N. C. 


A 


Glaucoma in General Practice 


Tue general practitioner can render his patient 
an inestimable service if he suspects glaucoma in 
any patient over the age of 35 who complains of 
reduced vision, blind spots, or pain in the eye. 
The rare cases of acute congestive glaucoma are 
usually easily recognized, as the eye is reddened, 
the cornea is steamy or cloudy, the pupil is mod- 
erately dilated and reacts poorly, and the pressure 
in the eyeball is increased. 

If one can feel fluctuation in an eyeball, the 
pressure is probably normal (compare it with a 
normal eye, to make sure). If the eye feels hard 
and slides about like a marble under the lid, the 
pressure is high and the retina is being destroyed 
rapidly. If it is not hard, but one cannot be sure 
of feeling fluctuation, the pressure probably is 
moderately elevated. Have the patient look down- 
ward, so the pressure (on the sclera, not on the 
cornea) is felt through the closed upper lid. In 
iritis, the pupil is contracted and the iris is blurred 
because of swelling. 

Simple, non-congestive glaucoma is frequently 
symptomless; its onset is insidious and much vision 
may be lost before the patient notices (1) reduced 
vision; (2) blind spots; (g) reduced dark adapta- 
tion; and (4) reduced color sense, but no redness 
or lacrimation. Such patients go seeking glasses 
Firmness of the eveball can often be palpated 

A. C. Hitpina, M.D., in Minn. Med., Jan., 1941 


[The general clinician who practices in a com- 
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munity without an ophthalmologist, must have 
some basic knowledge of eye diseases, so that he 
can insist that patients who have severe affections 
consult a specialist. He should be able to treat 
minor eye diseases himself.—Eb.] 


A 


Treatment of Pruritus Ani 


A FTER each defecation, the skin around the anus 
should be cleansed with moistened cotton. Drying 
is done with cotton and dusting powder, cornstarch, 
or talc. If the skin is constantly moist, drying is 
carried out every few hours. Cotton and talc are 
carried in clean envelopes, for use away from 
home. When possible, the rectum should be 
washed out with warm tap water by using a rubber 
hand syringe, after defecating and before retiring. 
After drying at bedtime, half strength Whitfield’s 
ointment (salicylic acid, 1.0 Gm.; benzoic acid, 
2.0 Gm.; petroleum spiss., 30.0 Gm.) should be 
applied. 

This ointment is used because it eradicates 
fungus infections, which cause one-fifth of all 
cases of pruritus ani, and the mildly burning sen- 
sation has an antipruritic effect. 

If the perianal tissues are edematous or in- 
flamed, wet dressings of witch hazel and water 
are used, held in place by a perineal pad and 
T-binder. The ointment is not used as long as 
the dressings are necessary, but the rectal hygiene 
is continued. 

Specific causes to be looked for if this simple 
therapy fails are: (1) lichen planus; (2) psori- 
asis; (3) oxyuris infestation; (4) mycotic infec- 
tions; (5) dermatoses; (6) neurodermatitis; (7) 
prolapsed rectal mucosa; (8) internal hemor- 
rhoids; (g) proctitis; (10) cryptitis; (11) hyper- 
trophied papillae, fissures, and fistulae. Psycho- 
neurotics with anal fixation have anal itching. 

E. Granet, M.D., in New Eng. J. Med., Dec. 
19, 1940. 


A 


Sulfadiazine for Burns 


Da. xennetn 1. PICKRELL, of Johns Hopkins 
Hospital, has reported the treatment of 115 badly 
burned patients by spraying the affected area with 
a 3.5 percent solution of sulfadiazine in 8-percent 
triethanolamine, with only one death—-a 4-year- 
old child, practically all of whose skin surface was 
burned. 

No preliminary cleansing is needed. The nurse 
starts spraying the solution while the surgeon is 
scrubbing up to remove dead tissue, and the 
patient’s pain is said to be so much relieved that 
no narcotic may be required. No infection has 
been seen in 100 patients with second-degree burns 
involving less than one-fifth of the body surface. 

In minor burns, not requiring hospitalization, 
an ointment containing 5 percent sulfadiazine and 
8 percent tricthanolamine, in a stearin base, may 
be used. 

Dr. Pickrel] feels that this is the most satisfac- 
tory method of treating burns so far discovered, 
but suggests that, where large quantities of the 
spray are being used, the patient’s blood should 
be tested, daily, for concentration of the drug, 
which is rather readily absorbed. Science News 
Letter, Aug. 30, 1941. 


Votes and Abstracts 


Clinical Medicine 


Deep Cervical Cauterization for 
Preventing Cancer 


Routine deep cauterization of the cervix, in all 
operations for chronic tubal infections, in all sub- 
total hysterectomies, after deliveries, and for 
marked leukorrhea, has been done in 10,000 Cases, 
at the University of Pittsburgh Hospitals, during 
the past 20 years. Only 2 cases of cancer of the 
cervix appeared in this group, as contrasted to 
the 182 cases which would normally occur.—B. Z. 
Casuman, M.D. in Am. J. Ob. & Gyn., Feb. 1941. 


[Every physician can readily and inexpensively 
obtain a nasal cautery tip and a small transformer 
for cauterizing services. The technic is simple and 
painless, if a cocaine or Nupercaine pack is first 
placed against the cervix for 10 minutes. Many 
women say that cauterization causes no distress, 
even when no local anesthetic is used. The ner- 
vous type of woman should not be told that 
“electricity” is going to be used, merely that the 
cervix is to be treated. The expensive cervical 
electrodes and attachments for using diathermy are 
not needed. In fact, coagulation inside the cervical 
canal may lead to stricture.—R. L. G.] 


A 


Powdered Sulfanilamide in 
Appendectomy 


Powperep sulfanilamide is placed in the peri- 
toneal cavity just before the peritoneal layer is 
sutured following appendectomy, or in cases of 
appendiceal abscess, just before the drains are 
inserted. In adults, from 10 to 12 Gm. are used; 
in infants, from 2 to 4 Gm. One-fourth of the 
total amount is reserved for the layers of the 
abdominal wall, during complete or partial closure 
of the wound. The blood content of sulfanilamide 
reaches a high level as soon as two hours after 
operation, in cases in which drainage is not done; 
a peak in 12 hours; and falls at the end of 36 
hours. The Jocal concentration is higher than can 
be obtained in any other way. 

For use in the operating room, the drug is 
placed in cork-stoppered test tubes, in amounts 
of 2, 4, 6 and 8 Gm., and sterilized by dry heat 
for one-half hour at 120°C.—R. S. MUELLER, 
M.D., in J.A.M.A., Jan. 25, 1941. 


A 


Oxygen in Head Injuries 


" 
1 HE extent of damage to brain tissues following 
head injuries, and the possibility of this damage 
being repaired, are dependent upon the severity 
and duration of the lack of oxygen. Concussion 
of the brain decreases the oxygen content of arte- 
rial blood from 5 to 44 percent. Oxygen therapy 
restores the normal oxygen saturation of the blood 
and decreases the fever which appears after head 
injuries. Consequently, oxygen treatment should 
be started early and continued as long as indi- 
cated, not only to diminish the injury to the pa- 
tient, but also to give the body time to recover 
from the original cause of oxygen want.—C. W. 
Mayo, M.D., in Surg. Clin. N. Am., Aug., 1940. 





Cough and Operations 


@ Patients who cough up considerable sputum 
should not be operated upon in the morning. 
During the night a considerable volume of sputum 
collects in the bronchi, and if the habitual morn- 
ing expectoration is prevented by sedatives, the 
respiratory passages will be flooded with infectious 
material. Such patients should be wide awake and 
be encouraged to empty their bronchi by voluntary 
coughing, and by postural drainage if necessary, 
before an anesthetic is given—H. C. HtnsHaw, 
M.D., in Surg. Clin. N. Am., Aug., 1940. 


Simple Kidney Function Test 


@ The patient, after breakfast at the beginning 
of a 24 hour period, takes no fluids until break- 
fast the following morning. During the last 12 
hours of the period, the urine is collected separ- 
ately and its specific gravity determined. 

If much albumin is present, a correction is 
made by subtracting from the observed specific 
gravity 0.003 for each percent of protein in the 
urine. 

A patient with normal kidneys will practically 
always void, during the last 12 hours of the period, 
urine with a specific gravity over 1.026. This test 
has been proved to be more delicate than any 
other test studied in the Rockefeller Institute. 
D. D. Van Stryke, M.D., in N. Y. S. J. Med., 
Apr. 15, 1941. 


Vertigo 


@ Vertigo is a false sensation of movement, the 
result of vestibular disturbances which may be 
labyrinthine, neural, or cardio-vascular in origin. 
Treatment of a patient suffering from these symp- 
toms depends upon the correct differential diag- 
nosis, thorough understanding of the etiologic, 
physiologic, and pathologic factors, a carefully 
taken history, detailed examination, and corrobora- 
tive laboratory tests. The treatment is entirely 
symptomatic, varying from hygienic measures to 
surgery, as indicated in each individual case.— 
Drs. W. D. Assott and H. SuHuxnecnt, in J. la 
St. Mis., Aug., 1941. 


Signs of Oxygen Deficiency 

@ A patient needs oxygen if these symptoms ap- 
pear: (1) restlessness, followed by lassitude; (2) 
headache; (3) nausea; (4) vomiting; (5) chilly 
sensations; (6) a slight fever; and (7) mental 
impairment. In continued oxygen lack, cyanosis 
appears, the pulse rate accelerates, and conscious- 
ness is finally lost~-W. M. Bootnury, M.D., in 
Surg. Clin. N. Am., Aug., 1940. 


otnters 


tagnostic 


Fever and Digestive Disorders 
in Infants 


@ Unexplained fever or protracted gastro-intes- 
tinal disorders, in infants and children, should 
always direct attention to the ears and sinuses. 
A frank middle-ear suppuration or mastoiditis is 
rarely found, and at times, the decision to operate 
(myringotomy or antrotomy) must rest largely on 
the fever, weight, and diarrhea charts.—G. M 
Coates, M.D., N. Y. S. J. M., Feb. 15, 1941. 


Eezema in Infancy 


@ Milk is the most common cause of infantile 
eczema. If it is suspected, either boiled, evaporated 
or dried milk should be substituted. Goat’s milk 
is next tried. If milk must be eliminated entirely, 
watch for malnutrition. Desensitization may be 
attempted by having the infant take one drop of 
milk, diluted in water, daily, increasing gradually 
to two drops, and so on until the full amount is 
taken.—K. Bain, M.D., in South. Med. J., Aug., 
1941. 


Timing Operations 


@ Operations for chronic conditions should be 
postponed for one week if a cold or other upper 
respiratory infection is present—H. C. HinsHaw, 
M.D., in Surg. Clin. N. Am., Aug., 1940. 


Gallbladder Diagnosis 


e@ A gallbladder which does not fill with dye and 
cannot be seen on the roentgenogram may not be 
abnormal. A patient with digestive disturbances is 
frequently on a low-fat diet. Because of the in- 
sufficient stimulation and resultant biliary stasis, 
the gallbladder may be filled with concentrated 
bile, and the dye unable to permeate it. Before 
having cholecystograms taken, give the patient 
frequent feedings of fat foods (cream, butter, 
eggs) for several weeks. The x-ray film will then 
show either a normaly filling gallbladder or calculi 
clearly outlined—A. F. ANpDrRESEN, M.D., in 
].A.M.A., Jan 18, 1941. 


Diabetic Coma 


@ The diabetic patient who complains of gradually 
increasing fatigue, loss of appetite, dryness of the 
mouth and thirst, polyuria, nausea and vomiting, 
abdominal pain, and drowsiness, is going into dia- 
betic coma, which is precipitated by acute infec- 
tions, omission of insulin, vomiting, diarrhea, sur- 
gical operations, pregnancy, and_ thyrotoxicosis 
Acetone, diacetic acid and sugar are found in the 
urine.—G. G. Duncan, M.D., in Penn. Med. ] 
Mar., 1941. 





a Sherapeutics 


Sulfonamides in Asthma 


@ Acute bronchial asthma, brought on by an 
acute infection, is to be treated by (1) rest in 
bed; (2) removal of all possible contacts; (3) 
epinephrine and aminophyllin, as needed; and 
(4) sulfanilamide, sulfapyridine, or sulfathiazole, 
in doses of 15 gr. (1 Gm.) every 4 hours; for 25 
doses. 

Chronic asthma with infection is treated by that 
one of the sulfonamides which is most effective 
against the chief organism found in direct smears 
of the sputum.—C. K. Wem, M.D., in South. Med. 
J., Aug., 1941. 


Treatment of Ganglion 


@ The treatment of ganglion may consist of: (1) 
rupture by blow, with recurrence likely; (2) as- 
piration, where again recurrence is likely; (3) 
aspiration combined with the injection of a 
sclerosing substance (quinine and urethane, Syl- 
nasol) ; or (4) total excision. 

Aspiration and injection of a chemical is effec- 
tive if the cyst is unilocular; is not placed deeply 
or in the skin; and if no complications, such as 
infection, are present. 

The multilocular or deeply placed ganglion 
should be excised, under local or general anes- 
thesia.—H. G. Kueuner, M.D., in Penn. Med. J., 
Jan., 1941. 


Bronchial Asthma 


@ Capsules containing % grain (0.032 Gm.) of 
ephedrine sulfate; 4% grain of sodium phenobarbi- 
tal; and 3 grains (200 mg.) of theophylline sodium 
acetate, are effective in the symptomatic and pro- 
phylactic treatment of nocturnal bronchial asthma. 
—E. A. Brown, M.D., in New Eng. J. Med., 
Nov. 21, 1940. 


Renal Colic and Ureteral Stone 

@ The injection of 3 cc. of pancreatic tissue ex- 
tract, intramuscularly, or 4 cc. of Padutin, will 
relieve the sharp, shooting pain of kidney colic in 
three minutes. These drugs cause relaxation of the 
ureter. The injection of 1 cc. of Prostigmin sul- 
phate solution produces an increase in ureteral 
contractions, as does an injection of Mecholyl. The 
combination of the two latter drugs is most effec- 
tive; ureteral stones may be expelled. Dull, aching 
kidney pain, due to atonic ureters, is entirely re- 
lieved by the intramuscular injection of Prostigmin, 
two or three times a week. The injection of Avertin 
(1 mg., dissolved in 50 cc. of sterile water), through 
a ureteral catheter, causes a marked relaxation of 
the ureter and permits a ureteral stone to be ex- 
pelled.__Miss. Valley Med. J., July, 1940. 


Substernal Oppression 


@ Substernal oppression is often due, not to an- 
gina pectoris, but to a spasm of the stomach or 
esophagus, and should be treated by belladonna 
and diet, rather than by rest and nitroglycerin. 
Tobacco and nervous strain should be avoided. 
Reassurance should be given——P. D. Wuire, 
M.D., in New Orleans Med. & Surg., J., May, 
1941. 


Oxygen in Anginal Pain 

@ The pain of angina pectoris and coronary 
thrombosis may be relieved, in some cases, by the 
continuous administration of oxygen, by mask. 
Ninety (g0) to 100 percent oxygen should be 
given for from 12 to 18 hours daily, and 50 per- 
cent for the remainder of the day.—W. R. Love- 
Lace, M.D., in Surg. Clin. N. Am., Aug., 1940. 


Obstetric Shock 


@ Oxygen is of value to both mother and infant 
in severe deliveries. Obstetric shock differs in no 
way from surgical shock.—W. M. Bootusy, M.D., 
in Surg. Clin. N. Am., Aug., 1940. 


Air Embolism 


@ Intravenous infusion, insufflation of the fal- 
lopian tubes, injection of oxygen into the knee 
joint, thyroid surgery, pneumoperitoneum, pneu- 
mothorax and perirenal insufflation have caused 
air embolism. The right side of the heart then 
fails because the pulmonary circulation is blocked 
and the air bubbles interfere with the ventricular 
output. 


Treatment: Immediate intravenous injection of 
several quarts of physiologic saline solution. In 
one case, which followed intravenous infusion, 
3,000 cc. of saline solution was forced into a vein, 
and immediate recovery followed—Suaw Mc- 
Daniet, M.D., in Dis. Chest, Apr., 1941. 


Metaphen in Pruritus Ani 


@ In pruritus ani, acute stages of erythema, ex 
coriation, and vesication, without chronic skin 
changes or when superimposed upon them, can be 
cleared up in one or two weeks by daily applica 
tions of tincture of Metaphen.—Dnrs. G. S. Spear 
and R. E. Masrey, in New Eng. J. of Med 
Aug., 22, 1940. 
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THE DOCTOR'S STUDY 


Tlew Books 


Any book reviewed in these col- 

umns will be procured for our 

readers if the order, addressed to 

CLINICAL MEDICINE, Wau- 

kegan, Ill., is accompanied by a 

check for the published price of 
the book. 


The best investment is in the tools of one’s trade.—BENJAMIN FRANKLIN. 


- e 
Electrocardiography 

Katz 
ELECTROCARDIOGRAPHY. 

M.D., Director of Cardiovascular Research, Michael 

Reese Hospital, Chicago, Illinois; Assistant Professor of 

Physiology, University of Chicago, Chicago, Illinois. 

Philadelphia: Lea & Febriger. 1941. Price, $10.00. 

and 
EXERCISES IN ELECTROCARDIOGRAPHIC INTER- 

PRETATION. By Louis N. Katz. Philadelphia: Lea 

& Febriger. 1941. Price, $5.00 

HE book, “Electrocardiography,”’ meets the needs of the 

non- specializing physician for a comprehensive and lucid 
treatise on the electrocardiogram, and integrates the clin- 
ical and experimental experience of the author over a period 
of twenty years. The subject is presented simply and con- 
cisely, and the text is profusely illustrated with detailed 
descriptions of the characteristics of each record. 

This is essentially a guide to daily practice. Only so 
much of the theoretical background is introduced as is 
necessary to give the reader an intelligent appreciation of 
the subject. Because of the analytical approach and the 
comprehensive survey, it meets the needs of a text, an 
atlas, and a book of reference. 

The “Exercises” offer a valuable aid to the reading of 
electrocardiograms by utilizing the method of teaching clin- 
ical medicine by case reports. The volume presents a meth- 
od of approach and analysis of an unknown electrocardio- 
gram, illustrating these instructions with a detailed study 
of 90 cases. It will be useful, not only to those beginning 
the study of electrocardiography, but also to those who have 
already gained some experience, as it provides suggestions 
for improving their own interpretations. It is only from 
the study of such interpretations that the physician can ac- 
quire adequate experience in electrocardiography. Descrip- 
tion and interpretation of each case appear opposite the 
electrocardiogram, so that the reader can compare his own 
interpretation with that of the author. 


A 


By Louis N. Katz, A.B., 


Heart and Artery Disease 


Herrmann 
DISEASES OF 


SYNOPSIS) OF 


THE HEART 
ARTERIES. By 


GeorGe R. Herrmann, M.S., 
Ph.D., F.A.C.P., Professor of Medicine, University of 
Texas, Divector of the Cardiovascular Service, John 
Sealy Hospital, Consultant in Vascular Diseases, U. S. 
Marine Hospital. Second Edition. St. Louis: The C. V. 
Mosby Company. 1941. Price, $5.00. 

N this small, compact, well-made volume of 468 pages, 

Dr. Herrmann has summarized the great mass of old 
and new knowledge about diseases of the heart and arteries, 
and has thus made it readily available to the overburdened 
medical student and the busy general clinician, who can 
scarcely find time to look for what they want in one of the 
exhaustive and detailed textbooks on the subject. 


AND 
M.D., 
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his volume is not too bulky to keep on one’s < in 
one’s handbag, for study at odd moments, but it contains 
all the modern information, briefly stated, on the diagnosis 
and treatment of heart disorders, well illustrated with many 
teaching pictures, and with an ample index. It should 
serve the purpose for which it is intended extremely well 


A 


Compensation Adjustment 
STANDARD BODYPARTS ADJUSTMENT GUIDE 


Chicago: Insurance Statistical Service of North Amer 
ica. 1041. Price, Single Copy, $15.00, including ten 
years’ revision service. 
| HE adjustment of compensation for loss of time or 
members, due to injury or disease, has been in a rather 
chaotic condition; but here is a book, for physicians, insur 
ance adjusters, and lawyers, that will clarify the situation 
greatly, because it is written in language any literate per- 
son can understand, and is well and profusely illustrated 
It contains descriptions of bone and soft tissue injuries, 
with their average periods of disability; a nation-wide aver 
age of fees for all types of service; a percentage method 
ot estimating “‘loss-ot-use"’ conditions; a digest of regula 
tions under compensation statutes; 240 pages of text, with 
a glossary; and a number of other useful and practical 
features which should enable physicians who use it regu- 
larly, even though they are not doing industrial work, to 
add to their incomes, each year, several times the price 
of the volume, which includes revision service for ten 
years, to keep it up to date. All general clinicians should 
be able to use it with satisfaction and profit. 


A 


Eye Diseases 


May 
MANUAL OF THE DISEASES OF 

Students and General Practitioners. By Cuartes H 

May, M.D., Consulting Ophthalmologist to Bellewne, Mt 

Sinas and French Hospitals, New York, etc. Seventeenth 

Edition, Revised, with the assistance of CHarLes A 

Perera, M.D., Associate in Ophthalmology, College of 

Physicians and Surgeons, Medical Department of Cols 

bia University, New York, etc. Baltimore: H 

Wood and Company 4 Price, $4.00. 

“ec AY on the Eye” has been “standard’’ for so long 

that there is no use in laboring its importance un 
duly. It is the one eye book indispensable to the general 
clinician. 

This seventeenth edition (since 1900) is no larger than 
before, but is better, since all obsolete material has been 
replaced with up-to-date information or deleted. There are 
two new color plates (32, with 93 figures, all together), and 
a number of new black-and-white illustrations, making a 
total of 387 

This small, sturdy, practical, and 
splendid value for its modest price 


THE EYE, For 


instructive book is 
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. is lea as SYNOPSIS OF DISEASES OF THE HEART AND 
Other Books Received ARTERIES. By Georce RK. Herrmann, M.S., M.D., 
¥ — ee Pu.D., F.A.C.P. 2nd Edition. St. Louis: The C. V 
With Brief Descriptions Mosby Company. 1941. Price, $5.00. 
MERCHANTS IN MEDICINE. By Emant M. Josern A brief “refresher” book, for students and busy clinicians 
son, M.D. New York: Chedney Press. 1941. Price, $1.50 re cS IN GENE BACTICE. B 
An arraignment of Organized Medicine in the United MODERN’ DRUGS IN’ GENERAL PRACTICE. | By 
States, as now conducted, and of those who have made it ETHEL Browninc, M.D., CH.B. Baltimore: The Wil. 
what it now is liams & Wilkins Company. 1940. Price, $3.00. 











A brief and practical discussion of a number of the 










SPECIALTIES IN MEDICAL PRACTICE. The chapte newer drugs, including sulfonamides, barbiturates, etc., 
on Dermatology and Syphilology. By Drs. Svexnp Lom trom the British viewpoint 
HOLT AND James L. MILterR. \Vew York: Thomas Nelsor 
and Sons. 1940. DIET IN SINUS INFECTIONS AND COLDS. By Econ 
[his excellent chapter (138 pages; 75 illustrations) is vos LLMANN, M.D. 2nd f ition. New York: The Mac 
now available to owners of this work millan Company. 1941. Price, $2.00 


A full, but simple presentation of the prevention and 


















\ TEXTBOOK OF OPHIITHALMOLOG)Y By SanFor treatment of upper respiratory disorders by diet regulation, 
RK. Grrrorp, M.A., M.D., F.A.C.S. 2nd Edition, Revised for physicians and their lay patients 
Philadelphia and London: Il B. Saunders Company s : : 
gt. Price, $4.00 MEDICAL MANUAL OF CHEMICAL WARFARE 
A practical, up-to-date, compact volume, with 215 illus Ret " meee. by f st er ; fT . 4 — 4 4 - a 
trations, 13 fine color plates, and a good index, for general mic Maze sty's Stat mer Ae Hice. first Americas Ss caashte 
clinicians and students Brooklyn. Chemical Publishing Company, Inc. 1941 i 
" Price, $2.50. 
BRUCELLOSIS. (Undulant Fever.) Clinical and Sub A ee. — synopsis of the effects of war gases, 
clinical. By Harotp J. Harris, M.D. Foreword by Wat- and their treatmes 
rer M. Simpson, M.D., F 













A.C.P. New York: Paul B 


Hoeber, Inc. 1941. Price 50 LOVE: UNDERSTANDING AND SOLVING _ ITS 











¢ PROBLEMS. By Dr. Samuet Kann. New York: 

\ complete, timely monograph, with 6 full-color and 44 Siegtsina? s Pubiishone ts 1. Price, $1.00 
black-and-white illustrations and an ample bibliography, on siiteaciseiy Seale Lacan: Caan tad aa oe eer J 
an important, but poorly understood disease. \ brief, simply written book on the general problems of 
love relationships, including sex, on which the. author’s 
ELIMINATION DIETS AND THE PATIENT'S AI ideas are decidedly ‘“‘modern.”” Does not deal with erotic 


LERGIES. A Handbook of Allergy. By Atpert H. technics. 
Rowe, M.D. Philadelphia: Lea & Febiger. Price, $3.00 7 : : 
Gives details of the elimination diets which are important MAGIC IN A BOTTLE, By. Mitton Sitverman, Ph.D 
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in the diagnosis and treatment of food allergies. Useful New York: The Macmillan Company. 1941. Price, $2.50 
to general clinicians Stories of a number of important drugs and their dis 
coverers, written in a pleasing colloquial style. Interesting 
HELP YOUR DOCTOR TO HELP YOU WHEN YOU reading for doctors and laymen. 
HAVE GASTRIC OR DUODENAL ULCER. Nez ‘ 
York and London: Harper & Brothers Publishers. 1941, THE SEXUAL PERVERSIONS AND ABNORMAL f 
Price, 95« ITIES. By Cutrrorp Attenx, M.D., M.R.C.P., D.P.M 
A well made and authoritative little book to give to pa Vew York: Oxford University Press. 1940. Price, $2.25 
tients, to help them to help themselves and their doctors. A brief and thoroughly psychoanalytic discussion of 


these complex ems, with case reports 


THE DOCTOR AND THE DIFFICULT CHILD. By a 
Witttam Moopiz, M.D., F.R.C.P.. D.P.M., Medical 
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THE ERA OF PSYCHOLOGY 






There is little doubt that we live in what might be called a psychological 
age, even though it does appear that our chief practical interests rest in industry 
and mechanics. Every period of human history has its point of cultural em- 
phasis: the Greeks were preoccupied with the problem of rational, logical philos- 
ophy; the late Middle Ages with a snythesis between sophistry and revelation, 
then with witchcraft, and finally with theology, as opposed to a special type of 
heresy we now call science; the slogan of the eighteenth century was pure 
reason; until the close of the nineteenth century it was science; and now, since 
the opening of the twentieth century; it is psychology (primarily social). 
Grecory ZiLpoorG, in Atlantic Monthly, June. 1937. 
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READER’S PRAYER 


““Lord, let me never slight the meaning or moral of anything I read. Make 
me respect my mind so much that I dare not read what has no meaning or moral 


Help me choose with equal care my friends and my books, because they are both 
for life.’—H. H. Barstow. 








